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FIBROMA OF THE ABDOMINAL MUSCULARIS — SEPTATE 
UTERUS AND DOUBLE VAGINA. 


BY C. E. RUTH, M. D., KEOKUK, IOWA. 


Professor of Descriptive and Surgical Anatomy and Clinical Surgery, Keokuk 
Medical College of Physicians and Surgeons. 


October 9th, 1900, Mrs. D. S. M., aged 29, was referred to me 
by Dr. G. M. McCulloch. Previous health good. Menstruation 
began at 14 years of age; always regular. Mother of three 
children. Labors were severe, with one forceps delivery. Now 
pregnant three months. Present trouble first noticed ten months 
previously as a tumor in the right iliac fossa. Growth very 
hard and presents a smooth, ovoid surface three by three and one- 
half inches, and apparently within and attacht to the abdominal 
walls. At its lower part it is in close relation with, but not 
attacht to the ilium. Weight of patient 175 pounds; and she 
appears to be in the most robust health. 

Operation disclosed the fact that the tumor was entirely 
beneath the external oblique, and not adherent to it. The tumor 
was exposed by splitting the fibres of the external oblique with- 
out any cross section. The growth was completely encapsulated. 
The fibres of the internal oblique and transversalis ended abrupt- 
ly with the capsule of the growth; and when the mass was re- 
moved, the only available support to the abdominal wall, for the 
space formerly occupied by the tumor, was the aponeurosis of the 
external oblique, which was carefully closed with wire. The 
wire was allowed to remain for three weeks. A well fitting ban- 
dage was worn thruout the remaining period of gestation. She 
reported November 20, 1901, that her labor was easier than us- 
ual, that she wore no abdominal support of any kind, and that 
she had no hernia, tho she did the usual duties of a farmer’s wife. 

Microscopical section showed the growth to be an almost 
pure fibroma. 

Rarity of fibroid tumors in the muscles of the abdominal 
wall justifies, I feel, the report of the case. It is also interest- 
ing to note that the external oblique is able when securely unit- 
ed to support the abdominal wall even when subjected to the 
strain of pregnancy and labor. Nearly fourteen months have 
elapst since operation when this report was made. 


SEPTATE UTERUS AND DOUBLE VAGINA. 
M. V., aged 20, applied to me for relief from severe men- 


strual pain, general pelvic and nervous disturbance. Tender- 
ness and resistance led to examination under chloroform, when 
it was learned that a double vagina existed, with a thick strong 
septum extending from cervix to vulva. Each vagina was 
slightly less than normal in:size, but they were of equal capacity. 
Finding a perfect os uteri at each vaginal vault, I passt a probe 
into each uterine cavity and found the septum was complete 
thru the uterus, tho apparently less in thickness than the vaginal 
septum. The uterus was broader than the usual virgin uterus, 
but otherwise was normal in outline. Some months later she 
married, and about six months after marriage had a severe at- 
tack of typhoid fever. Two months after the typhoid attack 
she became pregnant. ‘The right vagina was the one by chance 
being used, the septum being sufliciently lax to lie readily against 
the opposite wall; and so pregnancy occurred in the right side. 
The earlier months of gestation showed the growth principally 
to the right side; but as pregnancy advanced and the septum 
of the uterus was pusht firmly against the opposite uterine cavity, 
both sides partook more evenly of the gestation enlargement, and 
by the eighth month the uterine fundus was quite symmetrical and 
occupied more nearly the usual central position. When labor at 
full term came on, dilatation was very tedious, the left os dilat- 
ing about one-half as fast as the right, and presented the sep- 
tum of the uterus stretcht over the presenting part. The vaginal 
septum at its upper end held as a firm bridge continuous with the 
uterine septum directly across the presenting part, tho nearer 
to the left side. It soon became evident that neither cervix nor 
vaginal canal had sufficient capacity alone to permit the large 
presenting head to pass, and I was about to divide the septum 
from the vulva a short way into the os, when the lower part of 
the uterine septum gave way at the cervix, and the head tore 
loose the cervical attachment of the vaginal septum, which was 
forced in front of the head, and could not be pusht to either 
side sufficiently to permit the head to pass. To avoid possible 


severe laceration of the vesical and rectal walls and aid in de- 


livery with forceps, as the patient was becoming exhausted and 
no advancement was being made, I sectioned the remaining por- 
tion of the septum with scissors and completed delivery with 
forceps after heavy intermittent traction for one-half hour. The 
child, a male, weighed ten pounds, and is still living; has never 
had any sickness, and is perfect, to all appearances, in his devel- 
opment. Perineal laceration of second degree was immediately 
repaired and good union obtained. I recently called to examine 
my patient, and found the old vaginal septum existing only as a 
vertical ridge on the anterior and posterior vaginal walls. It 
gave each side of the uterus an equal opportunity for reproduc- 
tive possibilities, and the left side had improved the chance and 
was pregnant about three or four months, showing markt devia- 
tion to the left side, and greater development of the left cornea. 
The os, however, shows single, tho without any laceration, save of 
the septum, and is wider by one-third than the average normal 
cervix. 

The vaginal septum would have been removed at once when 
discovered, had the patient been willing. No operation was de- 
sired by the patient, so long as it did not cause any inconvenience 
either before or after marriage, but its section became imperative 
when it proved an obstruction to delivery, or threatened to cause 
serious laceration complications. 


THE CURE OF INSANITY BY SURGICAL REMOVAL OF 
SOURCES OF NERVE IRRITATION AND, TOXEMIA 
—WITH SPECIAL REFERENCE TO 
THE MOUTH. 


BY ERNEST HALL, M. D., F. R. C. P. (Ed.)., VICTORIA, B. C. 
Fellow of British Gynecological Society. 


In previous numbers of the American Journal of Surgery 
and Gynecology I have reported cases of insanity cured by sur- 
gical operations for removal of well-markt pelvic lesions—irri- 
tative lesions which unquestionably were the direct cause of the 
mental alienation. I now wish to report another instance of 
cure by surgical attention to another part of the body: the 
mouth. 

By way of introduction I wish to remark that insanity 
is present in a given case when the normal harmony of the 
cortical intercellular metabolism is disturbed by abnormally inten- 
sified irritation, the result of the contact of nerve terminals with 
diseased conditions; or, metaphorically: insanity exists when the 
dominating and controlling Ego is subjugated and controlled by 
the intensity of the irritation from diseased structures. As phy- 
sical disease manifests variations of intensity often beyond our 
ability to explain, so will variability be characteristic of the 
psychie disturbance. In this conception one might call insanity 
the psychic product of physical abnormality, which product is 
yet unknown to us save in name and crude classification. We 
can approximately determine the character of the psychie phen- 
omena caused by some of the vegetable poisons, but we have not 
been as successful in similar efforts to classify the psychic ex- 
pressions of the animal ptomaines and toxines. The following 
ease exhibits some of the psychic phenomena referred to: 

Mrs. X., aged 23, married four months; menstruation scanty 
but regular. Patient presented a swelling over the ascending 
ramus of the inferior maxilla with deep fluctuation. This ab- 
scess had discharged into the mouth a few days previous to my 
examination. The teeth were found to be badly decayed; the 
mouth offensively foul. Her temperature was 103. There was 
considerable emaciation and general sepsis. The accompanying 
mental symptoms were interesting inasmuch as there was con- 
stant acute delirium. Sedatives and forced feeding were ad- 
vised, and with the opinion that the cause of the mental trouble 
iay in the diseased condition of the teeth, I returned the fol- 
lowing day with a dentist. The condition of the patient was un- 
changed; the delirium had been continuous. Chloroform was 
administered and the decayed molars removed. The pelvis was 
also examined with negative results. Upon recovering from the 
anesthetic the patient was rational—for the first time for two 
weeks. After six hours the delirium returned, but disappeared 
under forced sleep, and reappeared for a few hours during four 
successive days. In fact the mind became normal with the 
healing of the gums. The medical treatment consisted in stimu- 
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lants, tonics, ample food and antistreptococcic serum. The his- 
tory of the case previous to my visit is better given in the 
words of one of the attendants and is as follows: “Mrs. X 
‘caught cold’ on the 2nd, which turned to an abscess of the face. 
On the 14th she awoke in the night and askt her husband not to 
leave her, and to protect her. On the same day she used these 
words: ‘I am so happy because the end of the world has come,’ 
and ran out on the street shouting. A medical man was con- 
sulted, who ordered her to bed, saying she had an abscess of the 
face in addition to an acute insanity. During the following 
week she spent the nights singing and clapping her hands and 
was very restless. On the 28rd she ran to her sister’s residence, 
over a mile away, shouting and saying someone was trying to 
hypnotize her and kill her sister. The next day she was worse 
and wanted her husband to kill her. She would continually get 
out of bed saying there was someone under the bed. On the 
night of the 24th she fought with everyone, tearing her hair 
and pulling herself to pieces generally. Two medical men then 
advised removal to the asylum as soon as possible, there being 
no other hopes for her; and made out the necessary papers for 
her committment.” The report of Dr. Clements, who removed 
the teeth, is as follows: “A number of the teeth were decayed 
below the gum margin, with inflammation of the gums and 
destruction of the vitality of the pulp and nerve. In the case 
of the lower third molar, the inflammation had passt down thru 
the canal at the apex infecting the alveolar process and other 
contiguous tissues, causing an abscess on its roof. The wide dis- 
tribution of the impulse in irritation of the inferior dental nerve, 
is shown by its connections with the other branches of the fifth 
nerve and with the sympathetic thru the submaxillary and 
Gasserian ganglia.” 

Three years ago with an experience of operation for twenty- 
three cases of mental disease I wrote the following ‘Wherever 
from external causes, outside the body, or from local physical 
causes the nerve fibre is affected, there sensation occurs, and 
there the self is for the time being conscious of experience. But 
if the local sensation be exceedingly painful and long continued 
(as in a severe toothache), the harmony of the self may be dis- 
turbed until the tooth is removed. The loss of the organ and the 
impairment of the function of mastication is incomparable to 
the benefit to the organism given and the harmony of the self 
obtained by the relief of pain. With the knowledge of slight 
psychie disturbance caused by brief irritation of a sensory nerve, 
we can easily conceive that a continuous irritation of a sympa- 
thetic nerve devoid of sensitive fibres could not but act prejudi- 
cially upon the local functions and produce correspondingly 
disastrous results upon the Ego without even a manifestation of 
painful sensation.” 

To-day, with a list of ninety-five cases of mental abnormal- 
ity, it is satisfactory to find not only a practical confirmation of 
my main contentions, but also as in the case above reported. a ver- 
ification of the theory illustrated by the hypothetical toothache. 
The rarity of a dental irritation as a primary cause of insanity 
is shown by the fact that I have been able to find only two 
other cases in my limited literature at hand. These are given 
by T. Laudor, who, speaking of dental irritation causing dis- 
orders of motion and sensation, goes on to say: “Even the 
cerebral faculties themselves may also suffer from a similar 
cause. One or two very interesting cases of this sort are re- 
corded by Dr. Savage in the Practitioner for June. 1876. The 
first of these was that of a farmer, aged 22, with a strong 
tendency to insanity. In May, 1875, he suddenly took to riding 
madly about the country without his coat and waistcoat. From 
May until November he was exceedingly noisy, destructive, 
untidy. almost constantly excited, and if for a day or two he 
was exhausted, he was sullen and more dangerous. In the mid- 
dle of November he complained of a very severe toothache that 
caused him to be sleepless. He bore this for two or three days, 
after which the stump was removed. There was suppuration at 
the root of the fang. From the time that the stump was ex- 
tracted the patient steadily improved, and by the middle of De- 
cember was quite well. Another case was that of a woman, 
aged 34, who had a brother insane, and had herself been in- 
temperate. She was admitted in September, 1875, suffering from 
acute mania. She was noisy, violent, and obscene. She con- 
tinued to be so until January 20, 1876, when she complained of 
great pain, with swelling, and redness of her right lower max- 
illa. She had some bad teeth, but did not complain of toothache. 
The pain and swelling increast, and at the same time she became 
quiet and reasonable. She said she could not remember much of 
her state of excitement. The swelling of her face subsided, 
and she remained quite well. This case, however, was not so 
convincing as the first one recorded, because here there was a 
second cause of recovery, as she was pregnant, and said she 
felt quickening about ten days before her recovery. The recov- 
ery, however, was coincident with the pain and swelling of the 


face, and seemed, rather than the quickening, to be the cause of 
recovery.” 

It is hardly necessary to comment upon the haste which too 
frequently characterizes asylum committments. This case 
speaks for itself. 


THE TREATMENT OF SEVERE BURNS.* 


BY ALLAN STAPLES, M. D., DUBUQUE, IOWA. 
Surgeon to Chicago, Milwaukee and St. Paul Railroad. 


The proper management of severe burns is one of the most 
important and difficult things which confront the modern doctor. 
So many wounds of this kind are contaminated by filthy appli- 
cations employed before the surgeon arrives or by the dirt of 
factories and shops that the problem is still further complicated. 
The use of “Carron oil’—so popular with the profession some 
years ago, and still in’ vogue in most factories—only accentuates 
the infection. 

I wish, first of all, to emphasize the value of the picric 
acid treatment in these cases, especially after the inflammation 
has subsided and granulations have begun to form. I believe 
that the stage of granulation is much more quickly and safely 
reacht by this method of application than any other. The 
formula to be used is: Picric acid a drachm and a half, abso- 
lute alcohol three ounces and water up to forty ounces. Prac- 
tically this is used as a primary dressing; in general, the meth- 
od adopted is to dress the burns, whether superficial or more 
extensive, in sterilized gauze soakt in the above solution. 

By this means important objects, I believe, can be obtained. 

These are: 

(a) The relief of pain. 

(b) Abating of inflammation. 

(c) Prevention of sepsis. 

(d) Promotion of the rapid separation of sloughs, as by 
this treatment dry gangrene is induced and encouragement of 
healthy granulation is favored. 

Not the least valuable characteristic of the above dressing 
is the fact that it does not need changing so often as many other 
treatments do. Every other day is often enough. The only dis- 
advantage of the above solution is the fact that the acid stains 
the bedclothes and the hands. This can be avoided by washing 
the bedclothes as often as necessary—plain hot water promptly 
removing the stain from cotton cloth. And the hands may be 
fairly well cleaned by washing in alcohol immediately after us- 
ing the acid; better still, staining of the hands may be entirely 
prevented by the use of rubber gloves. 

Two years ago Mr. Archdall Reid, an English army sur- 
geon, publisht a valuable article on the treatment of burns and 
other surface wounds. In general he advised that dressings be 
not firmly and directly applied to these wounds, but that the 
dressings be placed upon a light wire cage or support, which 
thus, while permitting them to afford protection, prevents them 
from acting as foreign bodies. This was called the “cage treat- 
ment.” It was claimed for it (1) that it not only is easily made, 
but it can readily be sterilized, (2) that it can be very quickly, 
easily and painlessly dresst, (8) that it requires no special skill 
and can easily be applied. (4) that the wound more quickly 
heals. I cannot say that my own limited experience bears out 
the claims made for this treatment. No matter what the dress- 
ing may be or in what form it be applied, it is always a painful 
and unpleasant task to redress a burn. Any form of surgical 
treatment that requires frequent changing should, therefore, be 
avoided as far as possible, consistent with asepsis. Under the 
cage treatment discharges readily collect and putrefy, and the 
dressing must necessarily be changed every twenty-four hours. 
The only form of superficial wounds that the cage treatment 
seems to be pre-eminently good is where there are old and 
foul varicose ulcers. But the cage treatment is certainly of 
considerable value in those cases where the dressings are liable 
to be adherent and cause much pain by their removal. By the 
cage treatment surgical dressings are not placed on the wound, 
but upon a light wire cage or support. The wire support is 
easily manufactured. If the wound be on a flat surface—as 
on the chest—a stout wire of suitable length is bent into such a 
shape that when placed over the wound it surrounds the latter, 
but rests everywhere on the uninjured tissue. On this wire as 
basis is woven a wide network of lighter wire, so that a shallow 
dish of wirework shaped somewhat like the wound, but larger, 
results. If the wound be on a limb, a cylinder of similar net- 
work is made in two longitudinal parts, which are hinged to- 
gether, so that the cylinder may easily be applied to or removed 
from the limb. The circumference of the shallow dish and the 


*Abstract of paper read before the C. M. & St. P. R. R. Surgeons’ Ass’n. 
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ends of the cylinder are padded by wrapping some soft material 
—sterilized gauze, for instance—around the thick supporting wire. 
When in place the apparatus may be covered by gauze or any 
dressing the surgeon may choose, and it is retained in place by 
strappings or bandages. For superficial burns I have found a 
solution of picric acid 2 per cent very efficient; for deep burns 
it is necessary to wash the wounds with an antiseptic solution 
that is not caustic; permanganate of potash 1 to 1,000, carbolic 
acid or creolin solution answer very well. As soon as the blist- 
ers form they should be opened without destroying the epidermis. 
An excellent protective covering consists of aristol 1, taleum 
powder 10. 

After the stage of granulation has been reacht cicatrization 
can be hastened by the application of nitrate of silver and the 
old-fashioned tincture of myrrh 1 to 8. Naturally, if the burn 
be of any size, skin grafting must soon be employed. This is 
especially necessary on account of the proneness of the skin to 
contract. 

One or two of the smaller things I have found of value I 
will note. It is well known that in grafting the layer of granu- 
lation tissue easily bleeds when scraped. Bleeding is usually 
best stopt by pressure, but if the pressure be applied directly 
to the surface either by sponges or gauze it will be found that 
the bleeding recurs when removing the gauze that adheres to the 
raw surface. If, however, a bit of oil silk is interposed be- 
tween the gauze and the wound, renewal of bleeding is avoided. 
I have also found that it is an excellent plan to keep the razor 
that cuts the skin grafts constantly wet with boric solution, 
just as the histologist formerly kept the razor wet in cutting 
sections. I do not believe it is best to put grafts in any solu- 
tion after they are cut, but think they had better lie in their 
own juices and the cells will be more likely to retain their vi- 
tality. 


SURGICAL AND MEDICAL EPIGRAMS. 


BY LUCIEN LOFTON, A. B., M. D., EMPORIA, VA. 
Ex-President Seaboard Medical Association of Virginia and North Carolina; Sur- 
geon to Southern Railway Company, A.C. L. Railroad Company, Etc. 


The best is none too good to offer a candidate for the scalpel. 


Never be sure of a thing until you get your eye and hand 
upon it. 


Don’t frighten an applicant for your surgical skill. Remem- 
ber the bravest sometime becomes the weakest, whose life is in 
your hands. 


A love-lit eye, a cordial welcome, and a sympathetic voice 
woo confidence, and confidence often cheats the grave of a 
mistake. 

The stern realities of a well-groomed scalpel are not half 
so sharp or cutting as neglect to a man from under your knife. 


Color should play no active role in a surgical drama; one 
subject—one God. 


A surgeon should be more dextrous with his hands than 
with his tongue. 


To treat a patient successfully when his confidence in you 
is in a state of suspension, is worse than infidelity. 


A mercurial temperament is to a physician what the initial 
lesion is to a married man—the worst thing he might catch. 


Diseases make heathens of a great many, but still they 
should receive just consideration. 


It is said men never gain anything by short cuts in business. 
But recollect: short cuts of a surgeon mean a great deal to his 
patient. 


As cheap as is medical literature, a man who does not stand 
abreast of the times, is not only a defiler of the profession, but 
likewise an enemy to mankind. 


Big brains are not always necessary to be a great success 
in medicine. If so, successes would be like Kimberly mines. 


When you believe what you preach the contagion is likely 
to spread and you profit thereby. 


Parturition may be called “opening a keg of nails” and “hav- 


ing a frolic,” but the helpless woman in travail is justly entitled 
to more skill and consideration than all christendom affords. 


The fight being made by “Christian Scientists” for succor, is 
certainly gaining them a foothold among a certain species of the 
finny tribe. 


How many surgeons daily receive malignant stabs and cuffs 
from the broken limbs they have treated! 


Barnacles to a ship, bacteria to men, are not half so 
blasphemous as the ministerial parasite. 


A woman in labor and a man with nephritic colic are always 
justifiable in calling for help. 


Righteous indignation should play no minor part in the 
inaminate cussedness of things which hourly harrague the 
doctor’s life. 


The purse string of a man’s pocketbook is never so elastic 
as it is immediately after you complete your operation. 


Horseback riding and bicycle exercise are not the only means 
of “sport” which cause urethritis in a married man. 


Men may honestly disagree, but do they always disagree 
honestly? 


Don’t proclaim to the world something new until you have 
heard from the “hayseeds” of the rural districts. 


In surgery it is always better to let your right hand know 
what your left is doing. 


A doctor’s reputation may be easily ruined by his inserting 
his right index finger one inch too far. 
Between a body of water and fecal impaction lies the mod- 
esty of the world. 


Septic contamination is not half so bad as sterile jealousy. 


Green soap tincture, bichlorid, phenol and alcohol will not 
erase a surgical blunder. 


Hope is not always written on the surgeon’s blade, but 
charity is. 


The germ of despair hibernates in us all. Blessed is the 
man who possesses an eternal sunshine-generator. 


Skill and prejudice are incompatible; one born of genius— 
the other a bastard proposition. 


The funny surgeon’s hand and advice will not create a de- 
mand for assistants. Be bright, but not light. 


- An operating room is a bad place for a funeral assemblage. 


Ether and chloroform are not less volatile than the “rather- 
cut-than-eat-Doctor.” 


A 32 French scale sound, when shoved down a tender ure- 
thra, is less irritating than the man who continually bores you 
with his surgical successes. 


All doctors who pose as great men, are not subjects of 
wryneck. 


Eye glasses and Van Dyke “lambrequins” are not necessar- 
ily indicative of a trip abroad. 


If the medicine institutions would turn out more doctors 
and less diplomas, you might find a widened place in a country 
road where a physician is needed. 


The corpse of a fossilized Hindoo is preferable to the 
reminiscent doctor “of-how-we-used-to-do-it-years-ago.” 


A filthy doctor whose lurid fables would make a bottle fly 
green with disgust, is more contemptible in decent society than 
a two-year-old skunk on a frosty night. 


The blowing, ‘100-cases-a-day” doctor should swap jobs 
with a seasoned jackass, or take in his sign. 
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Some women might make good ‘doctors, but somehow the 
best I ever saw were mothers and wives. 


The bills of the doctor are unlike any other bills made—they 
are never closed. 


The tattling doctor is the sorriest creation of man. It might 
be added that tattling is the basest folly man ever created. 


The difference between blood poison and septic infection is 
the diagnostician. 


They say some men are born Doctors; and from the way 
in which they proceed to treat cases, I am of the opinion they 
are still in their infancy. 


Have an honest opinion of your own even if you have to 
keep it to yourself. 


There are many therapeutic nihilists, but it is only this class 
of men who ever move a medical fixture. 


“Booze” and “dope” should gradually decline on the market. 
One can be a real live practitioner now-a-days without being an 
artist in either department; and also be called respectable. 


The more medicine a man knows the less he believes. 


After ail may not the wily German be righly dubbed a 
synthetic compound? : 


The leopard does not change his spots, but the Hon. Mr. 
Gonococcus does. 


A strangulated gut cannot always be released on its own 
recognizance. 


- The question is how shall we sound a man whose devotion 
to Venus is unquestioned? 


Turpentine is a “right smart medicine” when improperly 
used. 


DUPUYTRENS’ CONTRACTION OF THE PALMAR FASCIA.* 


BY NOBLE SMITH, F. R. C. S., EDIN.; L. R. C. P., LONDON, ENGLAND. 
Senior Surgeon of the City Orthopedic Hospital. 


It was long thought that this affection did not occur in 
women, until Keen, of Philadelphia, publisht statistics which 
showed a proportion of 20 females to 106 males. But even when 
I read my paper, in 1884, an impression prevailed in England 
that the affection was extremely rare in women, and at the 
meeting at which it was read (Royal Medical and Chirurgical 
Society, March 25, 1884), Mr. William Anderson stated that he 
had only seen six cases in females. In my inquiry I found 
eleven cases of clearly defined Dupuytren’s contraction among 
444 women whom I examined in workhouses, and I produced six 
of these women at the meeting referred to. In addition to these 
eleven cases, I had also found among these 444 women fifteen 
others in whom there was indurated and thickened palmar 
fascia, altho the fingers were not contracted. These eleven dis- 
finct cases of the deformity in women represent about 2% per 
cent, which is a much greater proportion than is generally found 
among females. Among 300 old men I found 45 cases, which is, 
of course, a remarkably high percentage (15 per cent). 

These statistics contrast very strongly with those of other 
inquirers. For instance, the late Mr. William Anderson, in his 
book on “Deformities of the Fingers and Toes,” stated that he 
had only found 33 cases in 2,600 adults, and in 800 children 
whom he also examined he did not find a single case. The 
difference in these observations has a great value in throwing 
light upon the age at which this deformity mostly begins. 
Young people seem to be practically exempt. In Mr. Anderson’s 
eases five-sixths of the patients were over middle age, but in 
only eighteen were the patients over sixty, showing, I should 
assume, that the patients examined were younger than those 
from whom I derived my cases, and it is only natural that the 
inmates of workhouses should be older than those who are found 
in infirmaries. 

Among the forty-five cases in males which I found in St. 
Marylebone, City Road, and St. Pancras workhouses, the individ- 
uals were considerably above middle age (assuming middle age 
to mean about forty), no patient was below sixty-three years of 


*Abstract of paper read before the American Orthopedic Association. 


age, and the disease had begun in probably every case after the 
age of fifty. 

In many of the cases it was imrpossivte to obtain a definite 
statement as to the extent of time during which the disease had 
existed, but I think we may infer from the others that in few, 
if any, had the contraction begun before the age of fifty. It 
would thus appear that the percentage of cases of Dupuytren’s 
contraction among the population depends upon the ages of the 
individuals examined, and that the greater the age, the greater 
will be the proportion of this affection. 

In the paper above referred to, I discusst the etiology of the 
disease and recorded facts without offering any opinion of my 
own. The majority of writers upon this affection attribute it to 
gout, and undoubtedly in a great number of the individuals 
who came before us a tendency to gout can be recognized. The 
ordinary case of Dupuytren’s contraction does not, however, 
necessarily exhibit the common symptoms of gout. In only a 
small proportion of cases have I seen this affection in patients 
who were in other respects gouty, and in whom there were en- 
larged finger joints, and I have never seen any deposit of urate 
of sodium in the nodulated fascia so peculiar to Dupuytren’s 
contraction. My records state that, of the eleven women whom 
I examined, none. acknowledged to having had gout; of the 
forty-five men, two acknowledged to rheumatic gout and three 
to gout; nineteen denied having suffered from either gout or 
rheumatism, while the twenty-one remaining had only suffered 
occasionally from ordinary slight rheumatism. Whether we 
consider the origin to be gout or not, we may, I think, assume 
that the retention in the blood of excretions and toxines which 
ought to be eliminated probably has an influence in causing this 
contraction and induration of fascia, and, altho among the sey- 
enty patients whom I found in workhouses so few complained 
of gout, yet it is highly probable that all of them suffered at 
times from errors of diet and consequent accumulation of effete 
matters in the blood. 

I have now to record an interesting case in which the con- 
traction was observed in the very early stage and the history 
of which may throw some light upon the subject of origin. Ina 
man aged fifty a nodule of about the size and shape of half a 
pea developt subcutaneously at the base of the ring finger of the 
left hand, at the position of the transverse fold. The patient 
first became aware of its presence by feeling pain in that part. 
The nodule was distinctly defined and painful on pressure, and 
there was a slight increase of redness in its immediate neigh- 
borhood. It was a source of distinct irritation to him, and a few 
days later the palmar fascia extending from the nodule to the 
base of the ring finger became slightly contracted. Altho I 
had never previously seen a case of Dupuytren’s contraction 
in this early condition, the appearance was quite characteristic 
of the affection. The patient was a strong, healthy man, and 
had no constitutional disease whatever, with the exception of a 
tendency to rheumatic attacks such as lumbago. His habits of 
life were healthy, his family history was very good, his mother 
had been healthy with the exception of a tendency to slight 
muscular rheumatism, his father had been perfectly healthy, 
and both had died at about the age of seventy. His two brothers 
were quite healthy and there was no history of gout in any 
known member of the family. This,patient was in the habit of 
occasionally taking a blue pill or other. mercurial purgative to 
act upon the liver, but said he bad not done so recently. He 
seemed to be suffering from what is commonly called a “bilious 
attack.” I administered a full dose of pil. cathart. comp. U. S. 
P. (a preparation which I have found an excellent combination). 
This treatment was followed by relief of the pain in the hand 
next day, and the nodule rapidly subsided, so that after several 
repetitions of the purgative at weekly intervals the active symp- 
toms entirely disappeared and only a slight hardening and con- 
traction remained. A few months later nothing was left but 
a very slight hardening of the fascia in the neighborhood where 
the nodule had appeared, and all signs of linear contraction had 
gone. I believed that this was a case of incipient Dupuytren's 
contraction, and that if it had not been for the active treat- 
ment adopted the induration of fascia would have become or- 
ganized and permanent, and have acted as a centre of further 
mischief. Of course one such instance is not sufficient upon 
which to base a theory, but it seems to me to possibly repre 
sent the manner in which this affection begins. 

In conclusion, I would add a few words regarding treat- 
ment. At the time I publisht the paper on my observations of 
the seventy cases of Dupuytren’s contraction which I had exam- 
ined, I advocated subcutaneous division of the contracted bands 
by as few incisions as possible sufficient to allow. of full ex- 
tension of the fingers. Since then I have learned the value of 
multiple incisions and punctures of the nodulated portions of 
fascia in addition to section of the contracted bands. ‘These 
multiple incisions cause a rapid absorption of the hardened tis- 
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sue, a fact which was first noted and acted upon by my friend, 
the late Mr. William Anderson. In my experience there is no 


I have not found much tendency to recurrence, but even if 
every case were to begin to recontract after the lapse of months 
or years and were to require further operation, such treatment 
would, I suggest, yet remain a desirable method. I have not 


yet found it necessary in any case to excise the hardened and 
contracted tissue. 


CONSERVATIVE SURGERY OF THE HANDS AND FEET.* 


BY JOHN PRENTISS LORD, M. D., OMAHA, NEB, 


Professor of Surgery, Creighton Medical College; Attending Surgeon to St. 
Joseph’s Hospital, and Consulting Surgeon, South Omaha Hospital. 


By the expression “Conservative Surgery of the Hands and 
Feet,” I mean the practice ef such methods of treatment as will 
to the fullest extent conserve these diseased or injured members, 
in their entirety; and also to preserve or secure the greatest pos- 
sible amount of function, when a part must be sacrificed. To 
preserve or secure the greatest possible amount of tissue in an 
injured member, implies a departure from the typical or, “text 
book” procedures. The various operations of the feet especially 
have come down to us surrounded by such a halo of distinguisht 
names, that they have been too blindly followed. Most of them 
were devised before modern surgery was conceived. May it not, 
therefore, be necessary to modify the methods of pre-antiseptic 
times? And especially in the matter of making certain amputa- 
tions without skin flaps to cover? 

Skin grafts to supply the defects caused by slought flaps 
have been referred to in text books and journals, but amputation 
with no provision for flaps, conserving all of the bony and muscu- 
lar structures possible, and relying wholly upon Thiersch’s grafts 
for covering the stump, was original with Dr. Galbraith and 
myself, to the best of my knowledge and belief. Conservatism 
of the tissue of the hand is much easier than those of the feet, 
because of the greater reparative power of this member, with its 
superior circulation; with the greater risks from infection in foot 
injuries the tendency has been to be much more radical. 

Because of the now well-establisht conservative ideas in 
hand surgery, all kinds of atypical operations are here resorted 
to, but the profession has not followed this principle to a similar 
degree in the foot. There is still too much of a disposition to fol- 
low the classical procedures in foot amputations. The lines of 
procedure to be followed in these various foot amputations are 
dwelt upon with great minuteness of detail by nearly all writers 
of surgical textbooks. Park’s surgery is a notable exception, as 
in it Matas says: “It is hard to break thru surgical traditions 
that have been handed down from generation to generation, but 
it is nevertheless wrong to sacrifice even a quarter of an inch of 
foot tissue for the mere sake’ of following a classical procedure. 
As Agnew taught long ago in this country, and others elsewhere 
(Guerin, Mayer, Kocher), the skeleton of the foot must be con- 
sidered as a surgical unity, to be treated by the knife and saw 

just as the femur or humerus would be, at the exact point which 
will yield the longest and most useful stump to the patient.” 
The principles laid down by Matas in foot surgery, have not found 
sufficient place in our literature, our textbooks especially, and 
until they have they will not pervade the profession. The au- 
thor, howevér, as well as most others, clings to traditional prac- 
tice, in that they insist upon plantar flaps to cover, so that the 
cicatrix shall be upon the dorsum of the foot. I have for sey- 
eral years disregarded this latter injunction, and have exercised 
the same conservatism in foot surgery as in that of the hand, 
saving everything possible, both of bony and muscular struct- 
ures, and the skin of the toes where possible and practicable. 
This practice of conserving all of the solid parts, even in the en- 
tire absence of flaps, has characterized my practice in foot surg- 
ery, with results most gratifying to patients and myself. This 
practice usually saves from two to three inches of the member. 

Senn, in his new work, takes space to condemn the Lisfranc 
amputation; others he does not consider of enough importance 
to mention.. This has been my teaching to my classes for sev- 
eral years. When amputation is made for railroad injury it is a 
most important consideration, in view of what is lost in tarso- 
metatarsal, mid-tarsal and osteoplastic ankle amputations. Many 
of these objectionable operations (never performed by some sur- 
geons) may be avoided by the methods advocated. The ma- 
jority of these cases being for injury to the metatarsals, with ex- 
pensive destruction to the skin of both plantar and dorsal sur- 
faces, the skin destruction being out of proportion to that of the 
bones and muscles, it will be seen that much may be saved if we 


but lay aside the old routine practice of cutting off these feet 
at a point where we can get flaps to cover. 

A radical amputation thru quite sound tissue usually secures 
good drainage. ‘To leave tissues which are much contused and 
very prone to suppuration and gangrene (even spreading gan- 
grene), as are those of the feet, requires considerable surgical 
knowledge, wisdom, and skill to handle successfully. The sur- 
geon should be very particular to make abundant provision for 
drainage, especially from under the plantar fascia; make also as 
numerous skin incisions upon the dorsum, plantar surface, and 
about the malleoli as may be indicated, to evacuate the blood 
from thousands of ruptured capillaries and small vessels. These 
multiple free incisions relieve the tension so devitalizing and de- 
structive to the tissues. By these means the venous return is 
tacilitated, wound ooze promoted, and infection guarded against 
or stayed at its onset. 


The hot, wet carbolized, sublimate or formalin gauze dress- 
ing, frequently renewed, is a favorite practice. Badly crusht 
hands or feet should never be, in my opinion, put up dry. The 
wet dressing is as much superior in this as in the case of the 
surgeon’s infected finger, which is cured by its application over 
night. I have recently made use of a solution recommended by 
the Ochsners of Chicago, and am very favorably impresst with 
its efficiency. It is composed of a saturated solution of boric 
acid containing 1 per cent of carbolic acid and 10 per cent of 
alcohol. Most surgeons are partial to wet dressings; there are 
those who do not think that they are essential, placing de- 
pendence upon early free incisions. 

After the sloughing incident to the worse cases a variable 
time, of considerable length, is required to secure a proper bed 
of granulations, which are stimulated into activity by balsam 
peru, boric acid, or iodoform, as the varying stages of the wound 
require. Amputations are often done with scissors, and no liv- 
ing tissue sacrificed except, perhaps, heads of the metatarsals, or 
other projecting bones. In no case should articular surfaces re- 
main exposed, because they cannot be covered by granulations 
after their destruction has begun, which is very soon when they 
are exposed in a suppurating wound. And like precautions should 
also be taken in dealing with exposed tendons and fascia. At first 
these stump ends are large, the result of swelling, but with its 
subsidence there comes a contraction of the grafted surface, 
which has a favorable influence as might be supposed. My own 
experience has been altogether favorable so far. “First Aid” is 
going to do much in robbing these cases of their greatest danger 
—infection. Methods which will lessen or prevent infection will 
be the greatest factor in conserving the tissues and the functions 
of the hands and feet of victims of accident, and especially of 
those who are far from a practical, modern, scientific surgeon. 
“Crush injuries” are necessarily contused, lacerated wounds 
of a class that involves extensive destruction of cellular tissue, 
with portions perhaps destroyed in mass, conditions favorable to 
sepsis, with an enormous amount of dead tissue and wound 
fluids producing tension, with its attendant inflammation—a nat- 
ural hotbed for bacterial development. Such conditions neces- 
sarily require a full comprehension of the principles of drain- 
age, which I have sometimes thought is becoming one of the lost 
arts in surgical practice; being actually ignored by some because 
of the insane desire to carry out what is erroneously conceived to 
be the principles of “antiseptic surgery; in reality, drainage 
is one of the most successful handmaids of Antisepsis. 

It has been the observation of every railroad surgeon, that 
it is quite impossible to form a correct estimate of the amount 
of subcutaneous destruction suffered by the tissues in railroad 
crush, or the amount of damage done to tissues near to, or even 
remote from, a severe injury of this class. I must, therefore, 
deprecate the too common tendency to so-called conservatism in 
these cases, by the watching and waiting course, which surely 
brings the necessity for surgical intervention for the production 
of drainage, necessitated by the onset of sepsis; when surgical 
intervention, if performed at the outset, might have averted the 
sepsis, with all of its possible attendant consequences, among 
which may be mentioned the various infections, septic lymphan- 
gitis, thrombo-phlebitis, gangrene, (even spreading) and pyemia. 
The dangers from pent-up wound fluids and necrotic tissue are 
greater than the possible harm from incisions intelligently made, or 
from any danger from infection thru such wounds, the com- 
pensating advantages being infinitely greater than their possible 
disadvantages. Indeed, these incisions often reveal the neces- 
sity for drainage, which might otherwise be overlookt. — Insutti- 
cient surgical intervention may subsequently call for interfer- 
ence out of all proportion to the most radical initial requirements. 
Contused tissues are always subjected to a severe tax on 
their vitality, by an impaired venous return. The force of the 
arterial current is usually less at fault. It is this condition of the 
circulation which accounts for the great tendency to the extrava- 
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sation of blood and serum, so favorable to the production of 
swelling and tension, which still further adds to the embarrass- 
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ment of the venules. It has probably been the observation of 
every surgeon, that multiple incisions in skin flaps of doubtful 
vitality preserve their integrity. This is accompanied by the ap- 
plication of this principle, in relieving the burden of the return 
circulation. An extended application of this source, in the treat- 
ment of considerable masses of contused tissues, as found in a 
crusht member, is often equally magical in its benefits. I 
therefore maintain that its intelligent application will accom- 
plish results impossible of attainment by any other method, in the 
treatment of tissues not actually deprived of vitality. It will, 
therefore, be seen that the application of this principle will nec- 
essitate an apparently radical treatment, of seeming unnecessary 
severity, at the outset, which will in reality relieve the engorged 
tissues of their burden of dead cells and waste products, and 
safeguard the living cells from bacterial attack; also furnish 
avenues of escape for necrotic masses of tissue, relieve pain, and 
save the patient the dangers attendant on swelling, sepsis, and 
inflammation, and its necessary consequences. My plea, there- 
fore, is for drainage sufficient to relieve the wound spaces, other- 
wise liable to fill with extravasation fluids, and the living tissue 
cells from undue embarrassment. 

To these principles of treatment must be added the applica- 
tion of the best surgical methods for carrying off and maintain- 
ing the wound products aseptic. This may be accomplisht by an 
abundant hygroscopic dressing, tho in the more severe cases the 
moist antiseptic dressing is more efficient. But in the worst of 
cases, continuous submersion, or continuous, thru-and-thru irriga- 
tion with an efficient antiseptic is required to accomplish what is 
demanded in desperate cases, which are usually already very 
septic. 


GAYLORD’S RESULTS IN INVESTIGATING THE CAUSE OF 
CANCER.* 


BY FRANK J. LUTZ, A. M., M. D., ST. LOUIS, MO. 
Professor of Surgery in the Beaumont-Sims College of Medicine. 

The obscurity which has always surrounded the etiology of 
cancer has not as yet been cleared up. At various times ef- 
forts have been made to explain the reasons why cancer formation 
occurs, and it is but natural that the analogy between the infec- 
tive process and cancer dissemination should have suggested for 
cancer a peculiar and specific causative factor. The attempts 
to isolate and bring under scientific control this parasite have 
not as yet been successful; and while these unsuccessful at- 
tempts have made conservative men more and more skeptical, 
every new effort has been greeted by them with eagerness and 
appreciation. And when, thanks to the liberality of the great 
State of New York, as well as of individuals, it was made possi- 
ble for the observations to be made on cancer in the city of Buf- 
falo, so great is the solicitude of physicians and so widespread is 
the dissemination of cancer, that every thing publisht concern- 
ing the Buffalo discoveries was read with avidity; and in spite 
of the fact that the alleged discovery by Gaylord was flasht over 
the wires of the country, the profession waited patiently until 
Dr. Gaylord presented the results of his work, so far,as he had 
gone, before the Johns Hopkins Medical Society. 

Briefly summarized, the results of his work are that he 
found parasites in cancer cells almost regularly. They could be 
observed under the microscope to pass thru a cycle of develop- 
ment. Even the scrapings of tumors exhibited some forms of 
this development. In dividing the stages of development we are 
told that the youngest form resembles a coccus, then a larger 
form shaped like an oil droplet, then a form indistinguishable 
from a leucocyte, and finally a post-mortem form in which the 
spore sac was formed and which it was difficult to distinguish 
from an infected epithelial cell. The life history of the observed 
parasites is that they arise in the spore sac or perhaps begin in 
the leucocyte stage as granules which grow larger in the next 
stage. The nucleus is seen in the first two stages, the third is 
a well-defined nucleus like a leucocyte, and protoplasmic gran- 
ules, and the spore sac is a nucleus or the remains of one. 

In making his experiments inoculation was not followed by 
invariable results. The peculiar changes which were observed 
in most cases were not of the nature of tumor formation and 
are explained as the result of overwhelming the animal with the 
organism. In one or two cases tumor-like formation appeared, 
but the most distinct of these had been inoculated with yeast. 
But the conclusion is, nevertheless, drawn that the infection 
did not come from the yeast, but was due to the accidental in- 
fection with the cancer parasite. 

The micro-organisms, which are here in question, are said 
to be identical with Plimmer’s bodies and Russell’s fuchsin 
bodies, which, as is well known, are found in various kinds of 
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tumors, and, in fact, in many lesions the etiology of which is 
obscure; as for example: syphilis and Hodgkin’s disease. The ex- 
planation that other diseases of which we do not know the cause 
are the result of protozoan infection ‘syill not, however, suffice 
to explain the specific character of these cancer cells. 

At best the observations of Gaylord, as we have them now, 
appear to show that there occurs in carcinoma a peculiar cell 
inclusion; the included parasite resembles in its various stages 
other well-known micro-organisms; the peculiar variations which 
are observed in its cycles, in indiscriminate distribution and the 
results of the inoculation, which we are told is a characteristic 
of this organism, do not conclusively prove the specific nature 
of the cancer parasite. 

On the other hand Gaylord’s work is in a direction which 
we all hope will lead to discoveries similar to those which now 
make diphtheria no longer the formidable enemy of childhood, 
which has given us the anti-tetanic and the anti-streptococcus 
serum; and we hope the day is not far distant when the in- 
oculability of cancer, its contagious and infectious nature, will 
be proved and demonstrated as well as a method for success- 
fully combating this dreadful foe and ever-increasing malady. 


SOME OBSERVATIONS ON CASES OF TUBERCULOSIS OF 
THE KIDNEY TREATED SURGICALLY.* 


BY BEVERLY MacMONAGLE, M. D., SAN FRANCISCO, CAL. 


The five cases which have come to me in my limited ex- 
perience with this disease have been in different stages of the 
disease and in patients of very different general physical condi- 
tions. However, the result in four has been a gradual improve- 
ment, and two, at least, are in a condition of health which al- 
lows them to follow their occupations and to live ordinary lives. 
One has a small sinus in the loin at the site of the incision 
for removal of the kidney. This discharges from time to time, 
the discharge being thin and yellowish, with some pus cells, but 
no tubercle baciili so far as we can discover. One still has 
frequent micturition and at times tenesmus, with. occasional 
ulcerations of the bladder mucosa, which heal readily on applica- 
tion of creosote or silver nitrate. In this case we cannot find 
tubercle bacilli for months at a time; again we will find some; 
and then ulceration of the bladder mucosa may be discovered 
by cystoscopic examination. This patient is certainly tuber- 
culous, out of health, and uncomfortable on account of the fre- 
quent micturition, only being kept from an advance of her trou- 
ble by the good care she is able to afford, and constant watchful- 
ness on my part. The third case recovered from the operation, 
gained weight, and was able to go about, a sinus remaining in 
the loin discharging for about nine months, with tubercle bacilli 
always present. Then the lung became affected with tuberculo- 
sis, and patient died fourteen months after removal of kidney. 
In all the cases general treatment and the best care possible 
have been kept up ever since their operations. 

Case I. This patient came under my observation August 14, 
1895. Clinical diagnosis: Stone in right kidney, suspected. 
Nephrotomy. Iound no stone, but a small cheesy spot. Drain- 
age, free discharge of pus and urine. Decided improvement in 
health and symptoms. Left hospital and remained very well for 
six months. Returned with quite an accumulation of pus. 
Evacuated the pus, and removed the kidney and five inches of 
ureter. Recovery satisfactory. Pathologic diagnosis: Tubercu- 
losis. Returned with backache in May, 1897. Repaired a lac- 
erated cervix, relaxt vaginal outlet, and suspended a retroverted 
uterus, finding some tubercles on peritoneum. She has since 
been in good health, and on May 1, 1901, gave birth to a healthy 
child. 

Case II. This patient came to me January 4, 1896, after 
having nephrotomy eight months before. Sinus over right kid- 
ney discharging pus, urine, and at times fecal matter. Colon 
bacilli always found. Made anterior incision; separated adhe- 
sions; found colon attacht with small opening into pelvis of kid- 
ney. Adhesions separated and hole in gut closed. Separated 
vessels and ureter, putting forceps on vessels. Incision made in 
lumbar region. Kidney cut free from vessels. Ureter drawn up 
about four inches and closed. Posterior incision drained. Re- 
covery uninterrupted, and now claims to be well. Pathologic 
diagnosis: Tuberculosis of kidney. 

Case III. September 8, 1896, this patient was left under 
my care after nephrotomy on right side, with drainage in loin. 
Clinical diagnosis: Tuberculosis. Bacilli found in urine and 
pus from kidney. Third week under my care had chill, and be- 
gan to do badly. Did nephrectomy and removed five inches of 
ureter by oblique incision. Patient very low. Slowly improved 
and left my care in eight weeks. Continued to gain for six 
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months when lungs became affected. Patient lived only three 
months after. 

Case IV. February 8, 1898. Pain in right loin. Frequent 
urination. Urine from kidney, by ureteral catheter, did not show 
tubercle bacilli. Duration of suffering about eight months. 
Clinical diagnosis: Probable tuberculosis. Nephro-ureterec- 
tomy. Pathologic diagnosis: Tuberculosis. Recovery uninter- 
rupted. Now in good health. 

Case V. June 8, 1900. Tubercle bacilli found in bladder 
urine, and in urine drawn by ureteral catheter from left kidney. 
Urine from right kidney about normal. Clinical diagnosis: 
Tuberculosis of left kidney. Did nephro-ureterectomy. Path- 
ologic diagnosis: Tuberculosis. Uninterrupted recovery. Pa- 
tient now in good health. 

With the means of precision now at our command; the ease 
of separating the urine in the bladder, and taking the urine from 
each kidney, for examination; the control of the results of these 
examinations by culture and inoculation of guinea pigs; the 
cystoscopiec examination of the bladder and the urethra; the pre- 
cision with which most of the abdominal organs may be mapt 
out and their conditions ascertained, seems to me to suggest that 
the diagnosis of tuberculosis of the kidney may be made in the 
earlier stages of the disease. If this may be accomplisht, and 
primary tuberculosis of the kidney diagnosed before the sur- 
rounding parts are involved, is it not possible, with proper surgi- 
cal treatment, to bring about a cure in a satisfactory percentage 
of cases? 

Nephrotomy was the first procedure in three of the cases 
I report; in the first with the idea that I would find a stone; in 
the second nephrotomy was done by a colleague, and I do not 
know what his diagnosis was; the third was done by a colleague, 
after his having made the diagnosis of tuberculosis of the kid- 
ney. His idea was that nephrotomy would relieve the patient 
and accomplish all that could be done for the tuberculosis. In 
two of these cases nephrectomy, as a secondary operation, 
brought about a condition as good as a cure; i. e., the improve- 
ment has lasted over five years in one case, and over four in 
the other, with both patients still very well. The third had six 
months of comparative comfort, and was carried off by pulmon- 
ary tuberculosis. In the last two cases the diagnosis was made 
early. Nephro-ureterectomy was done at once. Patients now 
seem to be cured. 

I am well aware that five cases are not enough from which 
to draw definite conclusions; however, they seem to me to be in 
line with the cases reported by others. The result in the ad- 
vanced cases was so much beyond my expectations, and the 
cases in which early diagnosis was made and treatment applied 
so satisfactory, that I will venture to draw some conclusions 
on which the members of the society may elaborate in the dis- 
cussion: \ 

1. All cases with vesical symptoms should be put thru an 
exhaustive examination to exclude tuberculosis in the beginning 
of their symptoms. 

This examination should embrace staining and animal 
inoculation with urine taken from each kidney. 

3. In all cases of primary tuberculosis—the other kidney 
being healthy—nephro-ureterectomy is indicated and will give 
good results. 

4. In advanced cases involving one kidney and _ ureter, 
nephro-ureterectomy is indicated and preferable to nephrotomy. 

5. In cases where but one kidney is involved, early nephro- 
ureterectomy promises good results in a high percentage of cases. 


A NEW METHOD OF ANCHORING THE KIDNEY.* 
BY BYRON B. DAVIS, M. D., OMAHA, NEB. 


All methods of anchoring the kidney sometimes fail. The 
ideal operation for fixation is therefore yet to be found. Hence 
experimentation with various plans is still necessary. The tech- 
nie herein advocated can best be understood from the following 
case report: 

A. J., an unmarried female, age twenty-one years, had fre- 
quent gastric crises and a distressing amount of constant lum- 
bar pain on the right side, especially. She had lost twenty-five 
pounds in weight during the last year, and was very anxious for 
relief. On examination the right kidney was found freely mova- 
ble, falling so low that the upper pole could be felt on bimanual 
examination. The left kidney was also somewhat movable. 

Patient entered hospital November 9, 1901, for operation on 
right side. 

The incision extended from the lower rib to near the crest of 
the ilium, a hand’s breadth to the right of the spinous processes 


*Abstract of paper read before the Western Surgical and Gynecological As- 
sociation, Chicago, December, 1901. 


*Extract from article prepared for Mississippi Valley Medical Association, 


of the vertebra. The fatty capsule was reacht just anterior to 
the outer border of the quadratus lumborum, was opened, and a 
large part taken away. The kidney was pusht into place by a 
pad placed under the abdomen. When the kidney was well ex- 
posed, an incision was made thru the proper capsule, from one 
process below the upper pole to a point two centimeters above 
the lower pole. This incision was placed verticaliy on the pos- 
terior surface on the convex border. The capsule was stript 
loose from the kidney substance for a distance of at least three- 
quarters of an inch anteriorly and posteriorly to the incision of 
the capsule. From the upper and lower extremities to the verti- 
cal incision a perpendicular incision two-thirds of an inch long 
was made thru the capsule, thus giving two flaps of the capsule 
three-quarters of an inch wide by about two and one-half inches 
long. Next, a strip, the thickness of one’s little finger, of the 
other border of the quadratus-lumborum muscle was split off 
from the remainder of the muscle, the fibers being separated by 
the handle of the scalpel. This operation extended from the 
muscular attachments to the twelfth rib downward for two and 
one-half inches, or the slit in the muscle was made as long as the 
length of the capsular flaps before described. Next, an artery 
forceps was passt thru the slit, and the muscle made to grasp the 
free border of the posterior flap of the kidney capsule and then 
withdrawn, bringing the flap of the kidney capsule thru the slit 
in the muscle. The two capsular flaps were next brought to- 
gether over the bundle of muscular fibers, thus isolated from the 
border of the quadratus lumborum, and stitcht together with a 
running suture of fine chromic catgut, the needle being allowed 
to penetrate the muscular bundle at two or three places. 

The lumbar wound was next closed by tier sutures of cat- 
gut, the skin wound being closed with horsehair. 

Aside from a slight thin infection the wound did well. The 
patient was allowed up on the twenty-second day, 


CHRONIC LACERATIONS OF THE PERINEUM.* 


BY J. G. CARPENTER, M. D., STANFORD, KY. 
Surgeon to the Joseph Price Infirmary. 


No physician should be allowed to attend a confinement if un- 
able to repair a perineal rent. Every year the graduates of our 
medical schools are woefully deficient in the treatment of this 
accident. 

The sequellae of this rent are: First, hemorrhage and shock— 
hemorrhage from the pudic, obturator, bulbus vestibuli, vaginal 
and perineal veins, and arteries, and, should the rent extend into 
the rectum, hemorrhage from the hemorrhoidal arteries and veins 
may be copious, and considered postpartum; second, infection thru 
an open wound, puerperal septicemia; third, acute anemia and col- 
lapse; fourth, should the rent not be repaired, a slow, tedious, 
and incomplete convalescence; fifth, uterine displacement and 
sub-involution, and endometritis; sixth, prolapse of ovaries, fol- 
lowed by ovarian-and tubal diseases; seventh, retroversion, pro- 
lapsus, and rectocele; eighth, hemorrhoids, with eversion of anus, 
fissures and ulcers of anus and rectum; ninth, (subsequently), 
neurasthenia, reflexes to the brain, spinal cord, heart, lungs, kid- 
neys, and peripheral nerves, manifested by irritation, congestion, 
neuralgia, and functional impairment of adjacent and remote 
organs, 

When the obstetrician has done his whole duty then there will 
be no, or few, chronic lacerations for the pelvic surgeon to repair. 
Every respectable doctor must and will know how to surgically 
treat acute lacerations of the perineum. Unscrupulous and fakir 
doctors should never be allowed to join our noble profession and 
tinker with the sacred art of midwifery; and our midwives must 
be taught to call a doctor to repair all severe tears 

Forceps are a blessing to the mother, child, and accoucheur. 
When judiciously applied, and in skilful hands, they prevent 
lacerations, but become a power for evil in the hands of the in- 
competent, especially if applied at the wrong time, and traction 
and pressure made in the wrong direction. 

An important and often overlookt laceration of the perineum, 
especially apt to occur during forceps delivery is subcutaneous 
separation of the muscles of the pelvic floor at their junction in 
the median line or “perineal body.” The mucous membrane of 
the. vulva and the skin covering the perineum remain normal, 
but the transversus perinei muscles are torn apart in the median 
line. The bulbo-cavernosus muscles are separated from their 
insertions at the center of the perineum, and possibly some of 
the fibres of the levator ani muscle are also lacerated. There is, 
in short, skin and mucous membrane alone remaining uninjured. 
The result of this injury is falling of the pelvic floor, and usual- 
ly prolapsus of the pelvic organs. The function of the perineum 
is destroyed as completely is in the complete laceration. 

In patients long since delivered this form of injury may be 
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recognized by the fact that while the index finger is in the va- 
gina, the parts anterior to the sphincter. ani muscle can be graspt 
between the finger and thumb, which will show that where the 
perineal body should be there is only skin and the posterior va- 
ginal wall. There is still another method of examination, and 
perhaps the most critical one; i. e.: To pass one index finger into 
the vagina, and the other into the rectum, when it will be found 
that the only resisting muscular tissue felt between the two fin- 
gers is the sphincter ani. 

Atrophy, and the consequent paralysis from injuries during 
parturition and other causes, occurs only in cases of long stand- 
ing, and is, in fact, a secondary state resulting from laceration 
of the muscles or over-distension. It may follow any of the 
injuries above mentioned, that have been long neglected, or in 
which unsuccessful efforts have been made to overcome the orig- 
inal injury. The muscles having been torn or separated from 
their ligamentous attachments during parturition, become func- 
tionally inactive, and remain so until they undergo fatty degen- 
eration, and are finally lost. 

A chronic laceration of the perineum is accompanied by such 
general irritability as to change the disposition of the woman. 
The perineum is supplied liberally with blood vessels and nerves, 
including branches from the sympathetic system which are free- 
ly distributed to the neighboring erectile tissues. The pres- 
ence of sympathetic nerves offers an explanation of the reflex 
irritation so often produced by the cicatricial tissue in the peri- 
neal laceration when a dense mass is left from a lacerated peri- 
neum. The most profound degree of anesthesia scarcely allays 
the irritation excited by traction necessarily produced in using 
Sim’s speculum. 

When the perineum has been lacerated down to the fibres of 
the sphincter ani muscle, there remains no support to the uterus 
while the woman is in the upright position, except thru the con- 
nective tissue and the utero-sacral iigaments. In the erect posi- 
tion a perpendicular line passes from the front of the sphincter 
ani thru the posterior lip of the uterus or even behind it. The 
uterus is thus suspended over a constantly dilated and relaxt 
cavity, and with this state of things it cannot surprise us that 
before a very long period more or less complete prolapse of the 
uterus should take place. 


TREATMENT. 


The essentials of perfect surgical repair are, first, a healthy 
system and wound; second, perfect coaptation of wound tissues, 
muscle to corresponding muscle, tendon to tendon, ligament to 
ligament, fascia to fascia, mucosa to mucosa, skin to skin; third, 
stitches taken deep enough and describing the arc of a circle, so 
that each tissue will have its corresponding lacerated lips duly in 
apposition, and the entire stitch when completed will form a cir- 
cle. 
The most important step in the technic of surgical repair of 
perineal lacerations is to stop hemorrhage; second, thoro cleans- 
ing of wound and neighboring parts; the uro-genital tract, vulva, 
rectum, thigh, nates, abdomen with the bladder, and rectum 
empty and at rest; third, proper introduction of sutures forming 
the are of a circle, aseptic with an aseptic needle and hand, 
wound irrigated with hot aseptic water, all interposing clots re- 
moved; fourth, lips of: wound placed in perfect apposition by 
traction on sutures. 

Sutures should not be tied too tightly for fear of congestion, 
strangulation of tissue, and stitch abscess, the lowest suture tied 
first, and with each subsequent suture use the running or glid- 
ing approximation tie, so as to more completely coaptate the lips 
of wound and avoid superficial sutures. The last stitch should 
be protective in normal tissue above the rent to take tension from 
the last stitch in the laceration. All minor rents of  utero- 
genital tract internally or externally, or of perineum, should be 
sutured with aseptic catgut to prevent foci of infection. 

Patient’s limb (knees) must be gently bound together with a 
bandage, and the seat of traumatism placed at rest to prevent ten- 
sion, traction on stitches, and separation of lips of wound. Should 
the laceration extend thru mucosa ana skin to center of ischio- 
perineal ligament, or thru the labia, or involve the anterior com- 
missure, aseptic catgut would be preferable. 

Should the laceration extend thru perineal body into or thru 
the sphincter ani, then aseptic silk, or wormgut or silver wire 
should be used, as more strength, tension, and timé are (or may 
be) required in healing the wound, and the sutures would not be 
absorbed, should it be necessary to retain them seven to ten 
days; besides, the sutures should be placed catching the ends of 
the sphincter, the levator ani, transversus perinei and bulbo- 
cavernosus muscles. If the rent extends into the recto-vaginal 
septum, the stitches must first be placed from the vaginal side, 
ends tied on the rectal side and brought out at anus, then the 
perineal stitches applied as above, the technic completed as in 
any other perineal laceration. 

The bladder must be catheterized every six or eight hours, to 


prevent tension, and vesical tenesmus. A tight-fitting bin 
with a pad between it and the abdomen, will cous pth pi 
womb and tension on the sutures. Patient should not move 
except when lifted by the nurse, and herself, bed, linens, and 
— = be — as mig the details of treatment. If the 
chia become offensive, a hot aseptic irrigat i 
To the physician who knows how to do aseptic work in all its 
details, success as a rule will crown his efforts, and the old 
adage, “that a good workman never quarrels with his tools,” is 

doubly true in the repairs of injuries to perineum. ; 
je In conclusion, no physician should be allowed to attend a 
case of labor” if he is incompetent to surgically repair an acute 
perineal laceration. When ignorant midwives, and ignorant and 
incompetent graduates from our medical schools are debarred 
from practice by a higher standard of medical education, or State 
legislation, then there will be few chronic perineal lacerations for 
the pelvic surgeon to treat. In the meantime, we must keep 
our eye on the “doctors” who “never have perineal lacerations.” 
Statistics show 25 per cent of primiparae receive lacerations of 
perineum. Yet we often hear physicians say that in a mid- 
wifery practice of ten or thirty years, they have never seen a 
cervical or perineal laceration. They tell the truth in part— 
they are afraid to look for them, and if found, they do not know 

e competent surgeon who does fin : 


GASTROPTOSIS. 


BY ALEXANDER McPHEDRAN, M. D., TORONTO, ONT. 
Professor of Medicine and Clinical Medicine, University of Toronto. 


Gastroptosis is so frequently encountered i 
gynecological practice), and is in many cases come - 
such markt discomfort that its consideration is of much _ 
portance. With the downward displacement of the stomach 
also of some of the other 

, Sometimes of all o em; a 
splanelinoptosis condition known as general 

t occurs at all stages and in both sexes. The youn 
I have known was a boy of 7, examined Jan. 1. at hae 
the greater curvature of the stomach was a little below the 
umbilicus, and the right kidney could be easily palpated during 
was had an irregular appetite 
and was not vigorous. In his case th ‘ 
may have math i e position of the stomach 

wo errors are common in regard to gastr ; p 
opinion that the condition is 
it does exist, it must necessarily give rise to grave disturbance 
and form part of that medley of symptoms known as Glenard’s 
disease. That the condition is very common and one can verify 
for himself by careful examination of patients who present 
symptoms of malassimilation with or without digestive disturb- 
ances. Not infrequently ptosis of the stomach is met in persons 
presenting no such symptoms, just as many persons have pro- 
lapst kidney without any discomfort arising therefrom. 

The symptoms may be local or general, or, more commonly. 
both combined. Local symptoms arise from digestive disturb- 
ances, especially from gastric motor insufficiency with conse- 
quent prolonged lodgment of food in the stomach. In most of 
these cases there is also excessive secretion of HCl, causing 
epigastric distress, acidity, flatulence, and general depression. 
These symptoms may be very light in degree or they may be se- 
vere, at times causing much distress. In these cases relief is ob- 
tained by stimulating gastric peristalsis, so that the stomach is 
emptied before each recurring meal; by suiting the diet both as 
to quality and quantity to the powers of the stomach; and en- 
deavoring by means of massage, exercise, suitable medicines and 
hygienic conditions, to restore the stomach, as well as the general 
physical state, to a normal condition of function. The following 
case may be briefly cited to illustrate these statements: 

M. E. S., aged 51, five feet eight inches in height, but only 
weighing 128 pounds, had been ailing for some years, with epi- 
gastric distress, flatulence, debility, irregular appetite and con- 
stipation. Five hours after a light breakfast “splash” was easily 
demonstrated in the epigastrium. The stomach tube was passt 
and five ounces of grumous material containing pieces of white- 
of-egg and remains of bread were removed from the stomach. 
The stomach was inflated and the lesser curvature found to lie 
below the, umbilicus. HCl was present, but in deficient quantity. 
The right kidney was easily palpable. The abdomen was almost 
flat so that an abdominal support would be of little use. His 
diet was restricted to one egg and a piece of toast for breakfast; 
a glass of warm milk at 11 o’clock; a little tender meat, or fish, 
and one vegetable for luncheon; a cup of soup or fluid beef at 
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5 o’clock; and a dinner at 7 o’clock similar to the luncheon. 
The abdomen was well massaged morning and night after the 
patient had drunk a glass of hot water. This was followed by 
systematic exercise of all parts of the body, and especially of the 
abdomen. Strontium bromide was given before meals and 
strychnine with some antiseptic (such as resorcin, bismuth 
naphtholate, sodium salicylate, ete.,) after meals. As soon as the 
epigastric distress was relieved dilute hydrochloric acid was sub- 
stituted for the bromide. He improved satisfactorily, and in a 
few months his weight was 150 pounds. The lesser curvature 
of the stomach was raised somewhat above the umbilicus, but 
care as to diet was necessary to prevent retention of food in the 
stomach, as shown by the splash. 

When constitutional symptoms are markt, the condition is 
really one of neurasthenia with symptoms of digestive disturb- 
ances predominating. In the treatment of these cases the 
patience of both patient and physician is certain to be taxt. 
The treatment is that of neurasthenia, plus such measures as 
are necessary to correct the digestive derangement. The latter 
can often be overcome and the digestive function restored to a 
fair degree of efficiency long before the symptoms referred to 
the stomach are relieved, or the general neurasthenic condition 
materially improved. 7 

It is usual to direct a well-fitting abdominal support for 
such cases; if the abdomen is prominent, (in which condition the 
walls are relaxt), such a support does good, and in many gives 
a great sense of relief. It supports the abdominal contents and 
tends to prevent further prolapse. In many cases, however, the 
abdomen is flat, or even retracted. In these a support is of little, 
if any service. In fact, in a number of instances it has proved 
irksome. In all cases, probably, massage and suitable exercises 
of the abdominal muscles constitute the most effective means to 
relieve the symptoms and restore the stomach to healthy func- 
tion. By these means the circulation in the abdominal viscera 
is improved and peristalsis stimulated; consequently renal ex- 
cretion is increast and the processes of digestion and assimilation 
improved. 

The prognosis in gastroptosis is fairly illustrated by the 
following case: 

Case II. J. R., aged 27, a draughtsman. Last autumn he 
was very neurasthenic from overwork, and was thin, anemic 
and much depresst. The stomach was prolapst so that the 
greater curvature was three inches below the umbilicus, as 
shown both by the gastrodiaphane and inflation. There was a 
moderate degree of hyperacidity. The treatment consisted in a 
regulated diet similar to that directed for Case I, massage, exer- 
cises, out-door life without fatigue, and strychnine with anti- 
septics after, meals. He workt hard all winter supervising the 
repairs of an electric road. On examination this spring the 
stomach was found to be above the umbilicus and its digestive 
power much improved. His general condition is good, altho 
he remains thin. 

The following conclusions may be offered: 

1. Gastroptosis frequently exists without giving rise to any 
discomfort. So long as the functions of the stomach are per- 
formed efficiently no symptoms will arise from its abnormal po- 
sition. 

2. The symptoms of gastroptosis are due to the protracted 
retention and composition of food in the stomach with the local 
irritation and constitutional poisoning resulting therefrom. 

8. In the condition known as Glenard’s disease the gastrop- 
tosis or splanchnoptosis plays only a part, often a minor one, 
in the production of the symptom-group. In not a few instances 
the splanchnoptosis is rather the result than the cause of the 
condition. 

4. Prolapse of the uterus, or retroversion—conditions which 
often accompany gastroptosis—must not be regarded as the sole 
cause of the neurasthenic condition; treatment directed to the 
pelvic organs alone in such cases will bring disrepute to the 
gynecologist. 


Picric acid is one of the latest “specifics” for gonorrhea. 
Brems says (Medical Review of Reviews), that injections of a 1 
in 200 solution of the acid are often painless, while those of 1 in 
100 may cause considerable pain, but are never intolerable. Giv- 
en with a compresst meatus and so retained for three minutes,and 
repeated from two to three times daily, if they cause little pain, 
or once daily if they are borne with difficulty, they often produce 
a radical cure of acute gonorrhea in from four to five days; from 
the first injection the discharge becomes clearer and loses its 
purulence; it sometimes becomes more abundant, but diminishes 
and disappears when the injections have been suspended. In 
chronic gonorrheas that resisted all previous treatment, rapid and 
final cures have been obtained. 


SURGICAL NOTES. 


Another adverse report on the use of Coley’s serum (mixt 
streptococcus and bacillus prodigiosus) in cases of sarcoma or car- 
cinoma is that of Dr. Conrad George, Jr., of Ann Arbor, Mich. 
(Philadelphia Medical Journal, January 11, 1902). He treated 
some cases with pyoktanin and some with Coley’s serum. The 
former seemed to reduce the size of the tumor, but there was ex- 
cessive stimulation of growth of tumor cells in the neighborhood 
and while there was temporary relief the patients ultimately be- 
came worse and died. In one of the serum cases (a granuloma), 
the results were not especially beneficial. The tumors continued 
to increase in size in the sarcoma case; in the granuloma there 
was gradual disappearance of the tumor by local necrosis and 
sloughing, but the tumor began to grow again and was extirpated 
surgically. The sarcoma case terminated fatally. Two other 
cases have been treated in the Michigan University Hospital with 
Coley’s mixture, without benefit, one of carcinoma and the other 
of lymphosarcoma. ‘Therefore, George concludes that his experi- 
ence has been unfavorable to its use. 


Dr. Louis Fischer, of New York, calls attention (Pediatrics, 
December 15, 1901), to a class of cases in children where the 
symptoms so strongly resemble appendicitis that operation will 
be proposed and the condition be tound entirely different from 
acute appendiceal inflammation. Two cases are reported, one 
of catarrhal gastritis and the other of peritonitis from traumatism 
tho the symptoms of each strongly suggested appendicitis! When 
the diagnosis of appendicitis in young children is made by the 
process of exclusion great care should be exercised before resort- 
ing to operative measures. 


Dr. G. Wiley Broome, formerly Professor of Surgery in the 
St. Louis College of Physicians and Surgeons, in a paper recent- 
ly read before the St, Louis Medical Society, deplores the pessi- 
mistie attitude of certain physicians in regard to the curability 
as well as belief that we shall soon know the cause of cancer. 
He believes that in time it will be proved to be of parasitic ori- 
gin. The distinctive character of malignant tumors tn the rapid- 
ity of their development, the extension by metastasis (which so 
strongly resembles those of diseases known to be due to bacteria) 
the cachexia out of proportion to the extent of the local disease, 
and suggesting the formation of a toxic substance; the fact that 
a spontaneous cure never takes place, the disease moving onward 
relentlessly to the fatal issue; and finally the liability of recur- 
rence even after operation, are so many clinical evidences point- 
ing to a parasitic origin. Laboratory researches are not yet con- 
clusive, but point to this origin. Plimmer examined microscop- 
ically, 1,298 cases of carcinoma, in 1,130 of which he found para- 
sitic organisms, while ninety of the entire number were unfit for 
examination. He states positively that those bodies are con- 
stantly present in cancer and constantly absent in other diseases 
or degenerative conditions. The author believes the outlook to 
be very hopeful as regards the discovery of the cause and the 
cure of cancer. 


The ideal method of treatment of enlarged prostate is, ac- 
cording to Dr. Alex. Hugh Ferguson, of Chicago, Professor of 
Surgery in the University of Illinois, a total extirpation thru- a 
median incision in the perineum. He has operated by this meth- 
od a number of times, with better results than obtained by the 
suprapubic route. As to the advantage secured by this opera- 
tion, he states: First, that it is the most direct route to the organ, 
and that the prostate can be removed without injury to any im- 
porant structure; second: The operation is easily performed—in 
all of those cases in which the gland has been repeatedly inflamed, 
it makes it more difficult to operate, but not so difficult, even 
then, to remove the prostate from below as to do the supra- 
pubic operation; Third: The removal of the gland, piece by piece, 
enables the surgeon to work thru a small opening and prevent 
the bruising of the surrounding parts by the finger with the re- 
moval of the gland en masse; Fourth: Hemorrhage is avoided 
so long as one is careful to work within the capsule. The hem- 
orrhage in suprapubic prostatectomy or in the combined method 
is often very alarming. On one occasion Ferguson had to leave 
pressure-forceps on blood vessels and pack the bladder tightly 
with gauze, which was left for twenty-four hours. The patient 
narrowly escaped death from both hemorrhage and sepsis. Per- 
ineal drainage after supra-pubic prostatectomy is not as com- 
plete as when the prostate is attackt from below—another source 
of satisfaction. 


The indications for operative treatment of head troubles are 
not so broad as we were led to believe a few years ago, accord- 
ing to Dr. Chas. Phelps, of New York. In an article in New 
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York Medical Journal {January 11, 1902), he advocates antiseptic 
exploratory craniotomy where there is any reason to suspect de- 
presst fracture. For intracranial hemorrhages he considers the 
justifiable use of operation is limited, and invasion of the cranial 
cavity without definite indications unjustified. The justifiable 
conditions for operation in head injuries, he says, may be sum- 
marized as: General in depresst cranial fractures, frequent in 
comparatively uncomplicated epidural hemorrhages, and excep- 
tional in subdural lesions, whether of the brain or of the pio-ar- 
achnoid membrane. The question of operation will often be 
raised and definite decision entail great responsibility, but the ac- 
cidents of too early or unwarranted invasion may outnumber those 
where ultra-conservatism has led to fatal neglect. 


In his presidential address before the Chicago meeting of the 
Western Surgical and Gynecological Association, Dr. A. F. Jonas, 
of Omaha, Neb., mentioned the use of the gall-bladder as a help 
toward the suspension of a prolapst liver. He claims that the 
liver is sometimes displaced downward to a considerable degree; 
that there is usually modified function and a well-defined clinical 
picture belonging to this change of position. He related a case 
of a woman on whom he had operated who had suffered from 
paroxysms of severe pain located in the right hepatic region. The 
diagnosis was biliary calculi in the gall-bladder, and movable kid- 
ney. The patient agreed to cholecystotomy and nephrorrhaphy. 
On opening the abdomen it was found that the liver extended 
three finger’s breadth below the costal arch, but was easily ele- 
vated to the normal position, but again descended when pressure 
was releast; in appearance it was normal. The gall-bladder was 
readily found, and within its walls could be felt several calculi. 
The displaced and movable kidney could be made out and was 
anchored. The gall-bladder was made to act as a suspensory 
ligament. His conclusions are: (1) The cause of hepatoptosis 
consists in modification of one or more of its normal supports 
or an increase in the size and weight of the liver. (2) It is 
impossible for the liver to descend without producing a descent 
of the hollow abdominal viscera. (3) The utilization of the gall- 
bladder as a suspensory ligament is practical, to maintain and 
hold in its normal position a prolapst liver together with certain 
other abdominal organs. 


Journal of American Medical Association says: The chances 
of fractures occurring in children and being overlookt are point- 
ed out by Cotton and Vose. There may be only slight symp- 
toms of pain and there is a kind of subperiosteal fracture which 
is practically common in children, most of the cases reported be- 
ing of this type. Their patients were subjected to skiagraphic 
examination, the treatment being simple fixation for two or four 
weeks with perfect results. Doctors are inclined to underesti- 
mate the tolerance of children to fractures. In adults there are 
not infrequent exceptions to the rule that fractures entail im- 
mediate and notable pain and disability; but in children the ex- 
ceptions are so numerous as to require a modification of the rule. 
In small children if there is a history of a fall or other trauma, 
especially where the arm or shoulder girdle may be involved, the 
only safe way is to assume fracture until every inch of the bone 
has been gone over carefully. 


Two cures of anthrax (facial), by injections of pure carbolic 
acid are reported in Annals of Surgery by Dr, Louis Mutchler. 
A remarkable fact in connection with his experience is that no ill 
effects followed the injection of twenty-five minims of pure (95 
per cent.) carbolic acid in six or eight different points about the 
periphery of the ulcer. Wet bichloride of mercury (1-2000) dress- 
ing was laid over the surface, and hot applications were kept over 
the face. The edema gradually disappeared, and the ulcers in 
both cases healed nicely after separation of the slough. Con- 
sidering the usual mortality of the disease, report is of unusual 
interest. 


A new technic for the cure of umbilical hernia is described 
by Dr. H. B. Delatour, in Brooklyn Medical Journal, December, 
1901. He makes an elliptical incision about the base of the tu- 
mor thru the skin and subcutaneous tissue down to the sac. The 
sae is then carefully freed to the ring when an incision is made 
thru the abdominal wall in the median line about an inch or 
inch and a half below the edge of the ring and the peritoneum 
opened by the side of the sac. The finger is then introduced 
and swept around the ring within the abdomen to be sure that 
there are no adhesions, and then with a pair of scissors the in- 
cision is carried on either side of the fibrous ring to a point in 
the median line an inch or so above the upper limits of the ring. 
This removes the sac with its fibrous neck or ring, and its con- 
tents unopened. The ring is now incised, the omentum sepa- 
rated, ligated and cut off, and the intestines examined, and re- 
turned if healthy, resected if gangrenous. The abdominal wound 
ts closed by rows of chromic catgut sutures uniting the different 


layers. The advantages of this operation are, he claims: (1) It 
saves time. (2) It takes from the abdominal cavity the contents 
of the sac, until they have been inspected so that gangrenous 
intestine or omentum is not necessarily much handled. If the 
intestine be gangrenous, it can be resected without being with- 
drawn from the sac. (8) It gives firm closure of the wound 
with the tissue approximated in proper layers, 


Dr. Lewis Schooler, Professor of Surgery in the Iowa College 
of Physicians and Surgeons, Des Moines, in a late paper on 
treatment of hypertrophy of the prostate, says that non-radical 
measures may be divided into massage, aspiration, catheterization, 
dilatation and cystotomy. In none of these methods is there 
anything intended to be radical, or calculated to remove the 
cause. All are intended (partially, at least), to restore functional 
activity, and to produce results sufficiently satisfactory to pre- 
vent the need of more radical procedures, and until within the 
last five years they were the best that the profession possesst. 
The dissatisfaction with them is clearly shown by the constant 
aim to discover something that would give better results. Ina 
few of his cases they have served the purpose well, and in the 
future will be resorted to in very few selected cases. But the 
better knowledge of the anatomy of the prostate gland and its 
pathology calls for an advance in therapeutic resources that will 
do something more than secure relief with a constant menace 
to the life of patients thru infection, as well as a method that 
does not require eternal vigilance and a knowledge of the fact 
that the life of the individual depends on the mechanics of ar- 
tificial urination. Therefore we use these measures only when 
removal of the enlargement by extirpation, or by the Bottini 
method, cannot be practist. 


In studying the effect of tracheotomy and intubation upon the 
subsequent health of children, Trumpp (American Medicine), finds 
that of 351 thus operated upon for diphtheritic laryngeal stenosis 
during 1886 to 1896, 23 have since died, while 328 are still liv- 
ing. Of the latter, 64 children have suffered since the opera- 
tion with diseases of the pharynx, larynx and lungs. He there- 
fore concludes that Sandouzy’s theory that such children seldom 
attain the adult stage is incorrect, and that tracheotomy appar- 
peed only rarely predisposes the individual to tuberculous in- 
ection. 


Collins gives three indications for opening the pericardial sac: 
(1) When the sac is distended with a large exudate which shows 
no tendency to absorb; (2) when there is an intense dyspnea; (3) 
when the exudate is known to be purulent and the liability of 
absorption is so small that it need hardly be considered, and 
prompt measures are necessary. There are four different meth- 
ods of operation (a) aspiration; (b) simple puncture; (c) incision 
thru an intercostal space; (d) incision with the resection of one 
or more ribs and thoro drainage. The last procedure is recom- 
mended on account of the fairly clear view of the field and thus 
avoiding injury to the cardiac walls, besides obtaining a more 
thoro drainage. 


At the last meeting of the Western Surgical and Gynecologi- 
cal Association (Chicago, December, 1901), Dr. Wm. Jepson, of 
Sioux City, Iowa, read an interesting paper on the treatment of 
irreducible backward dislocation of the astragalus. As a re- 
sult of his experience, as well as a study of case reports of oth- 
ers, he is of the opinion that it would hardly be possible, in the 
light of present knowledge, to bring about a reduction of a back- 
ward dislocation of the astragalus without opening the joint and 
bringing about a reposition of the bone by direct manipulation. 
There is no reason why, with present aseptic surgery, this should 
not be undertaken by open operation in all cases not complicated 
by severe infection. The more radical operation, removal of the 
astragalus, should be reserved for such cases where the bone is 
completely separated from its ligamentous attachments and hav- 
ing no blood supply. 


Dr. Lucien Lofton, of Emporia, Va., in a recent article, ad- 
vises the enforced drilling of train hands in the art of rendering 
first aid. This should be done by the chief surgeon of the rail- 
road and his assistants. Every train should have its first-aid 
surgical chest, containing material for stopping hemorrhages, 
stimulation, ete. The employes should be taught to know when 
and how to stimulate patients, judging from their pulse rate and 
appearance. They should be taught the great necessity for re- 
lieving pain and placing the wounded in the most favorable and 
comfortable position looking towards reaction. If this was done 
scientifically he believes the mortality in railroad wrecks would 
be lessened 85 per cent. Shock is the ordinary cause of death, 
but hemorrhage will account for it, he holds, in 90 per cent of 
ea cases; hence, the importance of education to meet this con- 
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Concerning the treatment of tuberculous peritonitis, Dr. 
Christian Fenger, Professor of Surgery in Rush Medical College, 
Chicago, says, (Annals of Surgery, December, 1901), that the 
forms of peritoneal tuberculosis without fever or with only slight 
fever usually run a favorable course and laparotomy is unneces- 
sary. In progressive tuberculosis, or the ulcerative form, most 
of the patients die from the disease sooner or later, and therefore 
laparotomy has no influence upon them. In the 11 eases re- 
ported with fever laparotomy undoubtedly did harm in nine, and 
it is not proven that the operation was responsible for or aided 
in the improvement in the other two cases. His conclusions from 
40 cases are as follows: That laparotomy is advisable in strong 
patients in whom fever is absent and their condition of good 
nutrition speaks for a spontaneous disappearance of the tubercu- 
lous process after operation if well borne. Laparotomy in pa- 
tients with fever, when the tuberculosis has a progressive char- 
acter, must diminish what slight power of resistance the patient 
has remaining; this power of resistance may thus yield and death 
follow, or it may be concurrence of fortunate circumstances re- 
bound and the patient recover in spite of the operation. The 
form of tubercular peritonitis which exists without fever or with 
only slight fever runs in itself a comparatively favorable course. 
In such cases laparotomy is often unnecessary. In progressive 
tuberculosis the operation is dangerous and should be abandoned. 
The frightfully disappointing results of the energetic surgical 
treatment of peritoneal tuberculosis—curetting, excision of tum- 
ors, adhesions, and mesenteric glands—must teach us that nature 
cures tuberculosis of the peritoneum better than the surgeon and 
that there are cases in which laparotomy is not the best method 
of treatment. Fenger concludes with the statement that tuber- 
culous peritonitis is a territory which surgery must hand back 
to the internal medicine clinic with thanks for the splendid oppor- 
tunity which a misunderstanding gave to the profession, by means 
of laparotomy, to study tuberculosis in one of the large cavities 
of the body. 


At a recent meeting of the St. Louis Academy of Medical and 
Surgical Sciences, the president, Dr. A. C. Bernays, presented a 
mass of cancerous tissue removed from the abdomen of a man, 
with 119 inches (nearly 12 feet) of intestines attacht. In spite 


of this large excision of gut the patient has regained his health. 


Under the caption, “Autonephrotoxins in Operations Upon the 
Kidney,” Journal of American Medical Association says, editor- 
ially: In view of the frequency with which the kidney and con- 
nected structures are subjected to surgical operations of various 
kinds it may not be without interest to recall certain results ob- 
tained from experimental operations in this field. Castaigne and 
Rathery find that in unilateral nephrectomy of rabbits the mor- 
tality is very small—in 12 cases only one death, and that was from 
post-operative peritonitis. On the other hand, unilateral ligature 
of the renal artery, of the ureter, or of the entire mass of the 
pedicle of the kidney is followed by a much greater mortality, 
namely, 34.8 per 100. In these cases death could not be as- 
cribed to any other causes than such as were directly connected 
with or dependent upon the ligatures, and it would appear as if 
the kidney, compromised by the tying of its vessels or of its ure- 
ter, or both, constitutes a source of danger for the organism. 
The observation that in rabbits certain conservative operations 
are more dangerous than unilateral nephrectomy (the remaining 
kidney being healthy) may or may not be applicable to man; but 
the facts observed are certainly worthy of consideration. In 
looking further for the causes of the increast death-rate after 
ligature as compared with unilateral nephrectomy, Castaigne and 
Rathery studied the microscopic appearances of remaining or op- 
posite kidneys in these two sets of cases. In unilateral nephrec- 
tomy the remaining kidney showed no changes whatsoever of a 
degenerative type. After ligature of artery, ureter, or entire pedi- 
cle, markt degenerative changes are present in the epithelium of 
the convoluted tubules of the opposite kidney; the glomeruli also 
show well-markt changes. Such alterations, more commonly 
present in spots than in a diffuse manner, seem most pronounced 
after ligature of the entire pedicle. Now, what is the mech- 
anism of this lesion? Because it is absent in unilateral nephrec- 
tomy it cannot be attributed to defective elimination of ordinary 
urinary thru several animals so treated. By these clever methods 
an originally harmless organism was rendered virulent for other- 
wise insusceptible animals, evidently by the production of nephro- 
toxins. The experiments also throw light upon the mechanism 
of immunity. Whether the importance assigned by Himmel to 
the phagocytic leucocytes should be accepted unreservedly is per- 
haps questionable; it may well be that the facts observed are 
equally explainable from other points of view. 


The relation of trauma to nervous disturbances is always an 
interesting subject to surgeons, and especially to those engaged in 


railway work. Therefore readers of the Journal will be inter- 
ested in the following resume from the Medical Review of Re- 
views, giving the chief points of an elaborate article by Onuf. 
Lhe symptoms which have been observed after injury to the 
cervical sympathetic in man are (1) Narrowing of the pupil; (2) 
Narrowing of the palpebral fissure; (3) Retraction of the eyeball; 
(4) Lessened tension of the eyeball; (5) Redness of the surface 
and elevation of the temperature of the ear and face of the affect- 
ed side; (6) Hyperidrosis, anidrosis; (7) Increast secretion of saliva; 
(8) Hemiatrophy of the face; (9) Bradycardia; (10) Headache, ner- 
vousness and cephalic pressure. Of so-called “functional” and 
“peripheral non-traumatic diseases,” associated with it caused by 
injury of the sympathetic, the following are menuoned: Graves’ 
and Addison’s disease, diabetes mellitus and insipidus, erythro- 
melalgia, circumscribed symmetrical gangrene, angioneurotic 
edema, vaso-dermatoses such as urticaria, neurasthenia, hysteria, 
enteroptosis, the paresthetic neuroses, facial hemiatrophy and cir- 
cumscribed and diffuse neural atrophy of the skin. 


Dr. John C. Munro, of Boston, regards lymphatic and portal 
infections following operations for appendicitis as comparatively 
common, but unrecognized. From an experience covering twen- 
ty cases (eleven confirmed by autopsy) he concludes that the de- 
gree of lymphatic infection is not dependent on the extent of the 
appendical inflammation, a mild chronic appendicitis at times 
giving rise to a severe lymphangitis; that the lymphatic disturb- 
ance may date its origin from an appendicitis occurring many 
months beforehand; that persistent fever without other evident 
cause should suggest one or both of these infections; that spasm, 
tenderness and fulness (spasm of the quadratus lumborum) indi- 
cate a retroperitoneal infection possibly due to appendicitis; that 
chills and hepatic tenderness, associated at times with jaundice, 
may be of appendiceal origin, and that this origin, especially in 
obscure cases, suould be sought for most carefully in physical 
examination, in i2e personal history, and, if necessary, in abdom- 
inal exploration; that prompt and thoro drainage of the liver, to- 
gether with the removal of the inflamed appendix, offer the best 
means for recovery; that abdominal section, with definite free 
exploration of all abscesses within reach, is far more satisfactory, 
not more difficult, and less dangerous than aspiration. A per- 
sistent temperature, during or following appendicitis, inconsistent 
with other lesions, and associated with lumbar spasm, should 
suggest a lymphangitis. More or less, perhaps fleeting, jaundice, 
irregular chills, hepatic tenderness and progressive emaciation 
should suggest a portal pyophlebitis following appendicitis, present 
or remote. 


Moehring (Journal of American Medical Association, January 
25, 1902), says that joint neurosis and joint neuralgia, can be 
differentiated by the character of the pains and by the tenderness 
of the nerve trunks of the region in the neuralgia. There is 
frequently in both a history of a preceding acute infectious dis- 
ease. A joint neurosis is a combination of phenomena which 
indicate functional, traumatic or vasomotor disturbances, or all 
associated. The joint is frequently intact to all appearances, or 
the trifling alterations are out of all proportion to the intense 
pain. It almost always grows less at night and allows the pa- 
tients to sleep. The limb involved is remarkably weak, without 
the slightest atrophy of the muscles; in some cases the muscles 
and tendons are rigid, the limb usually in extension. Puncture 
and local treatment are ineffectual, but arsenic and potassium 
iodide or even quinine have produced good effects. The joint 
neurosis affects principally, (1) hysterics; (2) persons with con- 
genital or acquired weakness of the nervous system; (3) persons 
of a feeble constitution, and in a few instances, otherwise healthy 
persons. Both peripheral and central causes combine to induce 
a neurosis of this kind in most cases. When a trauma sets up 
a violent joint neurosis in an otherwise healthy person, some 
central disturbance of reflex origin probably exists in the lateral 
columns. It is possible that the local treatment instituted in 
these cases entails increast irritability of the nerves, on one hand, 
and prolongs the central disturbance on the other. Exercise of 
the joint would counteract this tendency, as an adjuvant to gen- 
eral tonic measures. In all cases of joint neurosis, an energetic 
psychic treatment is indispensable. The efforts of the physi- 
cian are frequently supplemented by chance. A fright, an in- 
tercurrent affection, or an entertainment may be followed by the 
disappearance of the pains as suddenly as they commenced. Many 
of the “miracle cures” probably belong to this category. The 
physician should aim to prevent the development of such a con- 
dition in the predisposed under his charge. Moehring relates 
the details of ten cases personally observed, the patients being 


from 12 to 38 years old, 
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Anent the much discusst use of “spinal cocainization,” Dr. 
J. G. Sherrill (American Medicine, October ‘26, 1901), says that 
the conclusions at which he has arrived from the close study of 
the situation are: That cocaine analgesia is not likely to prove 
satisfactory in operations above the level of the diaphragm; that 
probably it will not be much used in abdominal cases which are 
not clear, and are likely to prove tedious or difficult; that its 
special field will be found in operations upon the lower extremi- 
ties, including amputations and resections, and upon the perineum, 
bladder, and rectum; also that it is useful in operations on old 
persons and those suffering from diseases of the heart, lungs, or 
kidneys, from cirrhosis of the liver, and from abdominal dropsy; 
and that it can be successfully employed when a patient fears 
general anesthesia. If we neglect this method in the proper cases 
we certainly throw aside a valuable addition to our armamen- 
tarium. 


For venereal warts Shoemaker (Journal of American Medical 
Association), recommends the following powder (especially - for 
small warts just back of the glans penis, and traced to the irri- 
tative action of the vaginal secretions on a surface weakened by 
too much venery), and insists upon continence for at least three 
months: 


R Hydrargyri chloridi mitis ........ 2.0 
Bismuthi subnitratis ...... ...... 2.0 


M. _ Sig.: Use locally as a dusting powder. 


The method of skin-grafting practist by Gray is thus given in 
Philadelphia Medical Journal, November 30, 1901: The part to 
which the grafts are to be applied, and the part from which they 
are taken are disinfected in the ordinary way. The process of 
disinfection should extend over three or four days, if possible, 
the length of time varying with the thickness of the epidermis 
on the parts. Where there is a granulating surface to be coy- 
ered, the author thinks it best, as preliminary operation, if the 
surface is not already aseptic, to scrape away the granulations 
thoroly and disinfect the vivified surface and parts around. The 
operation is preceded by a final disinfection of the parts. All 
antiseptics are washt away by normal salt ; olution. The diseas- 
ed part, cicatrix, tumor, ulcer, or pathological condition, ‘s excised 
if possible, care being taken where disease is present not to soil 
the vivified surface, either by allowing discharge to trickle over 
it, or by letting even the scalpel come in contact with the dis- 
eased part. Both may be prevented by stitching a pad or mop 
over the diseased area. Bleeding is controlled py pressure with 
pads wrung out of warm normal saline solution, by pressure for- 
ceps, or even by touching the bleeding vessel with the finest 
point of a cautery. Ligatures must on no account be used, ex- 
cept, perhaps, at the very edge of the vivified surface, where they 
may be so applied as not to interfere with the grafts. 


The treatment of ununited fractures is always an important 
topic with surgeons as the exact line of procedure is not yet de- 
termined for all kinds of cases. Dr. C. D. Evans, however, con- 
tends (Journal of the American Medical Association), that almost 
all cases should be submitted to operation, and details a simple, 
but in his hands a very effective method of dealing with the frac- 
tured ends. After freely incising the soft tissues down to the 
site of the fracture, he reflects the periosteum, dissecting 
it from both fragments toward the _ fracture’ with 
the idea of securing more for the covering of the 
bone than by dissecting from the site of fracture up 
and down. The bone having been thus freed of periosteum, the 
thickened bone is removed until true bone is secured; then with 
a small-sized drill in each fragment three holes are made, direct 
toward each other so as to come in direct apposition, none of 
them being allowed to enter the medullary canal. The frag- 
ments are brought together with No. 3 chromicized catgut, the 
periosteum is sutured over, the wound closed with interrupted 
sutures and bandaged with plastic bandages just far enough to 
cover the wound; then he applies two splints made of “band iron” 
shaped to the sound limb, fitting it except that at the place corre- 
sponding to the site of fracture a loop is made in the iron so as 
to raise it about two inches from the wound, admitting thoro 
asepsis in after-dressing. It is important, he considers, that 
there should be even and uniform pressure applied to the whole 
of the limb distal to the site of the injury, and also for some 
distance on the proximal side. This he secures by the applica- 
tion of cotton-wool and careful and firm bandaging. 


GYNECOLOGICAL NOTES. 


Dr. Franklin H. Martin, Professor of Gynecology in the Chi- 
cago Post-graduate Medical School in a late article on the treat- 
ment of fibroid tumors of the uterus by electricity, says: There 
was a time when the galvanic treatment of fibroids of the uterus 
was in vogue, but that the surgeon’s knife has now reverst the 
swaying of the pendulum and surgery can do more than any 
form of electricity. There was a time when the Apostoli treat- 
ment was the favorite one, principally because it symptomatically 
cured a large percentage, and occasionally, the tumor seemed to 
disappear, but electricity seldom ever removed the tumor, and 
the procedure was a tedious one both to the patient and physi- 
cian. He recommends, however, its employment in the fol- 
lowing cases: As a local and general tonic and as a relief of pres- 
sure and reflex pains; also in cases of hemorrhage with compli- 
cations contraindicating surgery; in interstitial fibroids where op- 
eration is refused; and in tumors of small size of the interstitial 
variety, even when hemorrhage is present, provided the growths 
be in women within one or two years of the menopause. 


The treatment of procidentia uteri, advocated by Dr. Chas. 
P. Noble, Surgeon to the Kensington Hospital for Women, Phila- 
delphia, consists (in the average case) in curetting, which is only 
of special value in hypertrophy of the uterus with hyperplasia of 
the endometrium; he follows this by amputation of the cervix, 
which lessens the weight of the uterus and promotes involution. 
He makes a resection of the anterior vaginal wall, which serves 
to remove the redundant or overstretcht walls; he next performs 
perineorraphy, and finally abdominal suspensio uteri. In the less 
severe cases a smaller series of operations may be performed. 


Dr. Barton Cooke Hirst, Professor of Obstetrics in the Unt- 
versity of Pennsylvania, says: There is a metrorrhagia in young 
girls due to glandular and intestitial endometritis, which, if 
neglected, may seriously impair their health; it is curable by 
curettement (perhaps repeated) and by the removal of any cause 
of pelvic congestion that may be present. 


Dr. Reuben Peterson, Professor of Gynecology in the Uni- 
versity of Michigan, Ann Arbor, has an interesting article on 
gonorrheal vulvovaginitis in young children, in American Medi- 
cine, January 11, 1902. He concludes as follows: (1) Vulvova- 
ginitis in the young girl may be divided into simple and gonor- 
rheal. (2) Simple catarrhal vaginitis is due, in a large majority 
of cases, to lack of cleanliness, and subsides when the proper 
treatment is instituted. (8) Gonorrheal vulvovaginitis in young 
children is more common than is generally supposed. While 
more frequently met with amid unhygienic surroundings in large 
cities, it is by no means a rarity in the less thickly settled dis- 
tricts. (4) Gonorrheal disease is more frequent below the age 
of six than any other period of childhood; it is more common in 
girls than in boys. (5) Specific vulvovaginitis in the large ma- 
jority of cases arises from actual contact of the patient with 
some infected person. A study of the reported epidemics, how- 
ever, shows that the disease may be spread by other means, such 
as a common bath, towels, bed-linen, ete. (6) The ordinary 
staining methods will prove satisfactory in making a differential 
diagnosis betwen specific and other forms of vulvovaginitis. (7) 
The parts affected in their order of frequency are the labia, ure- 
thra, vagina and cervix; the vagina is more frequently affected in 
the child than in the adult, owing to the character of its epithe- 
lium. (8) The tubes, ovaries, and peritoneum may be involved 
in the pathologic process. It is not improbable that certain 
diseases of adult life may be ascribed to gonorrheal infection in 
infancy. (9) Purulent ophthalmia and rheumatism are quite fre- 
quent complications. The strictest prophylaxis should be ob- 
served in order to avoid the former. (10) The treatment of spe- 
cific vulvovaginitis must be energetic to be of any avail. Un- 
der certain conditions the vaginal orifice should be widely dilated 
and the vaginal pus cavity properly drained. 


Perhaps the best treatment of non-operable cancer of the ute- 
rus consists in thoro and repeated applications of strong solution 
of peroxide of hydrogen applied to the surface until it has be- 
come perfectly clean and granulations appear. Then a pallia- 
tive operation may be performed, consisting of curettement or 
perhaps application of the cautery. Finally the tumor mass is 
kept clean, dry and odorless by the application of tampons soakt 
in formalin solution; one-half of one per cent in water. 


fn an article on “Ventrosuspension and Its Influence on La- 
bor,” Jacobson (American Medicine, January 11, 1902), claims 
that serious difficulties in labor have occurred only when the 
methods of operating have produced widespread and dense at- 
tachment of the fundus to the abdominal wall. He thinks short- 
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ening of the round ligaments as in the Alexander operation, and 
especially the Goldspohn modification, are better for subsequent 
pregnancies than are other methods. Apparently from the sta- 
tistics the operations of suspension and ventrofixation reduce fer- 
tility. This cannot be positively stated. They have no special 
tendency to induce abortion. As regards practical obstetric con- 
clusions, plastics failing, it would seem that suspensio uteri, pos- 
sibly after the Kelly method or one of the other methods such as 
Alexander’s, is infinitely preferable to permanent ventrofixation, 
except, of course, in elderly women or those whose ovaries have 
been removed. From an obstetric standpoint, ventrofixation may 
be considered as occupying an intermediate plane between vaginal 
fixation and ventral suspension. As a rule pregnancy and labor 
are uncomplicated, between 85 and 90 per cent have been abso- 
lutely normal; in two per cent delivery has been impossible by 
the natural method. In the remaining cases the difficulties have 
been overcome by ordinary obstetric resources. But he thinks 
we have, notwithstanding, some good obstetric reasons for dis- 
trusting the operation of ventrosuspension in child bearing wom- 
en. 


Philadelphia Medical Journal (November 23, 1901), gives a 
synopsis of Schuchard’s record of paravaginal hysterectomy for 
eancer of the uterus thus: In six years he has operated upon 90 
eases, 11 of whom died; 83 of these were uncomplicated, 8 of 
whom died, a mortality of 9.6 per cent only. The wound heals 
in from one to two weeks, leaving a tiny scar. Of 42 cases op- 
erated upon over two years ago, 16 are absolutely cured (85.7 
per cent); of 25 cases operated upon over five years ago, 10 are 
absolutely cured (40 per cent). Compared with some other op- 
erators, Schuchardt’s results seem almost marvellous. He did 
not, however, operate upon any far advanced cases, or upon those 
with many metastases, cachexia, etc. He believes that better 
results are to be expected by his operation of paravaginal hys- 
terectomy than were formerly obtained by other methods, 


The subject: “Retrodisplacements of the Uterus in Young 
Girls and Unmarried Women” wis discusst by Dr. Herman E. 
Hayd, of Buffalo, at the Cleveland meeting of the American 
Assosciation of Gynecologists and Obstetricians. He made the 
foilowing points: (1) An earnest plea for the more careful exami- 
nation of young women by competent and skilled men who can 
undertake any operative measures that are necessary. (2) Ev- 
ery case of retrodisplaced uterus in the young or unmarried or 
married woman does not necessarily require treatment. (8) 
If the displacement produce definite symptoms, the Alexander 
operation should be employed, if the case be an “operable” one— 
that is, if the uterus is freely movable and the tubes and ovaries 
are healthy. (4) Ketroversions and retroflexions in the young 
and unmarried should never be treated by pessaries, but by the 
Alexander operation. Tampons and pessaries have a minor place 
in retrodisplacements in married women or women who had been 
pregnant, but they accomplisht practically nothing in the dis- 
placements of young women: (5) The Alexander operation is 
safe and without mortality incident to the operation, and no harm 
can come from its proper performance; even if the uterus subse- 
quently fall, the patient is no worse off than she was previous 
to the operation. (6) It does not in any way interfere with preg- 
nancy and future child-bearing, but, on the contrary, materially 
helps the possibility of pregnancy in such cases. (7) No pain or 
distress follows the operation if the case be properly selected, and 
if pain and suffering result, there has existed at the time of the 
operation latent tubal and ovarian trouble which sooner or later 
perhaps would have required a radical operation. If it be- 
comes necessary to do a celiotomy on a person who previously 
has had an Alexander operation, the uterus will be found in its 
normal antefiext position, which is necessary in every case, wheth- 
er the tubes and ovaries are removed or not, to insure good health 
and freedom from future suffering. 


Menge (American Medicine, February 1, 1902), groups all 
kinds of menstrual pain in three classes: (1) Nervous dysmenor- 
thea, which occurs when the genital organs are completely 
healthy, resulting from the supersensitiveness of those organs 
due to general neurasthenia, demanding treatment for the general 
condition. (2) Mechanic dysmenorrhea in which malposition, or 
narrowing or closing of the cervical canal causes painful muscu- 
lar contractions in the effort to expel the menstrual fluid. This 
is most frequent in young and nulliparous women and may re- 
quire surgical treatment. (8) Inflammatory dysmenorrhea in 
which the inflammation induced by various forms of disease pro- 
duces such sensibility of the generative and neighboring organs 
that the menstrual uterine contractions cause pain of more or 
less intensity and which can be favorably influenced only thru 
treatment of the inflamed and diseased condition. Any two or 
all three of these forms may be combined and require correspond- 
ing treatment. All dysmenorrheic pain is analogous in charac- 


ter to labor pains and its intensity is proportioned to the resist- 
ance to be overcome and the condition of the central nervous 
system. Menge concludes that nervous dysmenorrhea is by far 
the most common form of menstrual pain, corresponding to the 
great increase in hysteria and neurasthenia among women. The 
system needs dietetic measures, massage, hydrotherapy, gymnas- 
— _ a rational change between physical and mental activity 
and rest. 


The vagina is not often affected by cancerous or other tum- 
ors. Medical Review of Reviews says that Roger Williams col- 
lected statistics of 9,226 tumors of women, 6f which 2,648 were 
of uterine origin and only 54 arose from the vagina. Hence it 
may be inferred that the biological peculiarities which determine 
a given part to tumor formation depends upon the function of the 
organ. Notwithstanding its rarity, cancer of the vagina is by 
far the commonest form of primary vaginal neoplasm. Nearly 
all vaginal cancers are of the epidermoid type, hence it is to the 
epithelial elements of the vagina that one must look for the origin 
of vaginal cancer. Wolffian and Muellerian “nests,” which are 
of common occurrence, may play an important part in the histo- 
genesis of vaginal cancer. In the development of the papillated 
structures, epidermoidal cells play an important part. Processes 
of their proliferous cells growing into the subjacent stratum cause 
the structures to rise. In this way cancer of the vagina begins 
by proliferation of the cells of the rete mucosum. The initial 
manifestation of vaginal cancer usually takes the form of a small 
solitary nodule. It may start from any part of the vaginal walls, 
but modern statistics show that most cases arise from the poste- 
rior wall. At an early stage it presents as: (1) a papillary ex- 
crescence; (2) a firm, elastic nodule; (8) as an infiltration. “Cauli- 
flower’ and vascular forms are also met with. At first the mal- 
ady is limited to the vagina, but its tendency is to spread for- 
ward toward the vulva rather than backward toward the rec- 
tum. Hydro-, pyo- and hematosalpinx not infrequently com- 
plicate this disease. Dissemination of the disease in the adja- 
cent lymph glands generally takes place. As in cancer of the 
uterus, some of the internal organs at distant parts are not un- 
commonly infected. In vaginal cancer, death generally results 
from asthenia, cachexia or emaciation. Vaginal cancer is a dis- 
ease of adult and post-meridian life, the average age being at 
the onset only forty years. The initial symptoms of vaginal can- 
cer are discharge, pain and hemorrhage. There may be a bloody 
discharge after coitus. In the majority of cases portions of the 
tumor may be visible externally. Most vaginal cancers are fra- 
gile or flocculent vegetations which bleed freely. Certain syph- 
ilitic, tuberculous and chronic inflammations may simulate can- 
cer, especially when of the ulcerative type. The surgical treat- 
ment of vaginal cancer must be regarded as an open question; 
but it is desirable, in a general way, to extirpate the whole dis- 
eased area. Dr. Roger Williams says that all of his patients 
have succumbed to-recurrence. Coitus and pregnancy are not in- 
terfered with by the presence of vaginal cancer, but abortions are 
relatively frequent. In some cases it may be desirable to per- 
form Cesarian section for a viable fetus. 


LITERARY NOTES. 


A Manual of the Practice of Medicine. By George Roe 
Lockwood, M. D., Professor of Practice in the Woman’s Medical 
College of the New York Infirmary. Second edition, revised and 
enlarged. Octavo volume of 847 pages, with 79 illustrations and 
20 full-page plates. Philadelphia and London: W. B. Saunders 
& Co., 1901. Cloth, $4 net. This work presents the essential 
facts and principles of the practice of medicine in a concise and 
available form, adapted to meet the requirements of those who 
heretofore have been obliged to resort to the larger works of ref- 
erence. The entire book has been subjected to a thoro revision. 
Many portions have been entirely rewritten and a number of sub- 
jects have been introduced. Among the new sections may be 
mentioned Bubonic Plague, Gastroptosis, Gastric Analysis, and 
Reichmann’s Disease. The subject of Malaria has been entirely 
rewritten, especially the following subjects: Gastritis, Dilation of 
the Stomach, Gastric Atony, Ulcer of the Stomach, Gastric Neu- 
roses, Enteritis, Colitis, ete. The descriptions of disease and 
their treatment given are terse and clear, and the work gives in 
a most concise manner the points essential to treatment usually 
enumerated in the most elaborate works. In a general way it 
much resembles Osler’s “Practice,” but differs from that valua- 
ble work in that it contains full and satisfactory chapters on 
treatment. It is quite evident that Lockwood does not belong 
to the class of “medical nihilists” who are so prominent in medi- 
eal schools and hospitals to-day; but on the other hand he does 
not go to the other extreme of recommending innumerable “rem- 
edies” for various maladies. The directions for treatment are 
given in a clear, practical way that will render the book far. more 
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satisfactory to the average practitioner than are some of the 
more elaborate treatises. 


The “Year Book Publishers” of 40 Dearborn street, Chicago, 
have undertaken the publication of a series of neat, duodecimo vol- 
umes—ten each year—devoted to progress in the various de- 
partments of medicine and surgery. Vol. 1 is on General Medi- 
cine, and is edited by Frank Billings, M. S., M. D., Professor of 
Medicine in Rush Medical College, Chicago, assisted by Dr. S. C. 
Stanton. The plan is entirely different from that of any Year 
Book heretofore issued, the chief advantages being that each 
volume is a model of neatness, compactness, freshness and 
cheapness. (The price is $1.50 a volume—$7.50 for the set of 10 
each year.) Each book will embrace about 240 pages of closely 
printed matter, neatly bound in brown cloth. This first volume 
contains chapters on progress in the management of phthisis pul- 
monalis, pneumonia and diseases of the pleura; rheumatic fever; 
urie acid diathesis; joint affections; diabetes; cystitis; diseases of 
the ductless glands; autointoxication; leukemia; pernicious ane- 
mia; medical aspects of mammary cancer; and much other matter 
not found in the ordinary text-books on medicine. It is well 
worth the price askt—especially to the busy doctor who hasn’t 
the time or patience to “wade thru” the voluminous “systems” of 
medicine or even to carefully :ead the elaborate articles in the 
higher class of medical journals. 


“Modern Obstetrics: General and Operative.” By W. A. 
Newman Dorland, A. M., M. D., Assistant Demonstrator of Ob- 
stetrics, University of Pennsylvania; Associate in Gynecology, 
Philadelphia Polyclinic. Second edition, rewritten and greatly 
enlarged. Handsome octavo, 797 pages, with 201 illustrations. 
Philadelphia and London; W. B. Saunders & Co., 1901. Cloth, 
$4 net. The first edition of this book was received with almost 
unanimous expressions of approval by the medical profession. In 
the revised edition it has been entirely rewritten and very great- 
ly enlarged, so that it now forms a complete text-book of ob- 
stetrics along the lines that made the original edition so useful. 
A number of entirely new sections have been added, including 
chapters on the surgical treatment of puerperal sepsis, and the 
role of the liver in the production of puerperal eclampsia. Es- 
pecial attention is given to the more recent pathology of obstetric 
conditions, as well as to the physiology and hygiene of pregnancy 
and labor; a more accurate elaboration of the mechanism of la- 
bor has been adopted. By new illustrations the text has been 
elucidated, and the science of modern obstetrics is presented in 
an instructive and eminently acceptable form. It is printed and 
illustrated in the beautiful style characteristic of all the books is- 
sued by Saunders & Co. 


Brooklyn Medical Journal is the latest to join the ever-in- 
creasing number of journals printed like American Surgery and 
Gynecology—double column, large page, no cover. It is greatly 
improved thereby, from a typographical, artistic and practical 
standpoint, and its contents, being of the best, will continue it as 
one of the foremost of American monthly medical periodicals. 


The new book by Mrs. Emma F. A. Drake, M. D., entitled, 
“What a Woman of 45 Ought to Know,” a sequel to her One 
Thousand Dollar Prize Book entitled, “What a Young Wife 
Ought to Know,” is promised by the Vir Publishing Co., of Phil- 
adelphia, to be ready March 10. The above is the last of the 
dollar purity books in the Self and Sex Series. 


A work most valuable to every scientific practitioner of gyne- 
cology, and to every doctor who aspires to become such, has late- 
ly been issued by P. Blakiston’s Son & Co., 1012 Walnut street, 
Philadelphia. It is entitled: “Outlines of Gynecological Pathol- 
ogy,” by C. Hubert Roberts, M. D., F. R. C. S., England., Physi- 
cian to the Samaritan Free Hospital for Women, London. It is 
one of the most superbly illustrated works of the year 1901, there 
being more than 150 cuts and photo-engravings, mostly original. 
Great stress is laid upon the pathology (and morbid anatomy) of 
those conditions most frequently met. A valuable feature is that 
the author has carefully, and conscientiously, given references to 
all of the works quoted from, so that the student who desires to 
go into the depths and intricacies of the vast subject may readily 
take up any particular line and find out practically all that is 
known, by simply reading the authorities mentioned. The patho- 
logical conditions are taken up systematically: Diseases of the 
Vulva, Diseases of the Vagina, Pelvic Inflammations, Gonorrheal 
Complications, Disorders of Menstruation, Catarrhal Conditions of 
the Uterine Mucosa, Malformations of the Uterus, Tumors, Ute- 
rine Displacements, Ectopic Gestation, etc. A chapter of es- 
pecial interest is on Micro-organisms in Relation to Diseases of 


Women. The microphotographs alone are worth the price of 


the book. 


E. H. Colgrove, Medical Publisher, of Chicago, has recently 
put out an octavo book of some 400 pages, of interest to every 
gynecological surgeon: Landmarks in Gynecology; by that inde- 
fatigable worker, teacher and author, Byron Robinson, M. S., M. 
D., of Chicago. In this second edition the frontis-piece is a color 
reproduction of the large picture which originally appeared in 
American Surgery and Gynecology (December, 1900), showing 
what Dr. Wm. E. Holland was pleased to therein name the “Cir- 
cle of Byron Robinson.” The book contains chapters on “Ana- 
tomical Landmarks,” “Menstruation,” “Labor,” “Abortion,” “Dis- 
charges” and “The Abdomen.” It contains much that is of great 
practical value to both student and practitioner—all told in that 
enthusiastic, yet accurate manner so characteristic of the lec- 
tures and articles of the distinguisht author. The price is $2.50 
for cloth binding. 


Another exquisitely printed and bound volume of the Ameri- 
can edition of Nothnagel’s Encyclopedia is entitled “Variola, 
Vaccination, Varicella, Cholera, Erysipelas, Whooping Cough, 
Hay Fever.” By Dr. H. Immermann, of Basle. Varicella, by 
Dr. Th. von Jurgensen, of Tubingen. Cholera Asiatica and 
Cholera Nostras, by Dr. C. Liebermeister, of Tubingen. Erysip- 
elas and Erysipeloid, by Dr. H. Lenhartz, of Hamburg. Whoop- 
ing Cough and Hay Fever, by Dr. G. Sticker, of Geissen. Edit- 
cd, with additions, by Sir J. W. Moore, B. A., M. D., F: R. C. P. 
]., Professor of the Practice of Medicine, Royal College of Sur- 
geons, Ireland. Octavo volume of 682 pages, illustrated. Phila- 
delphia and London: W. B. Saunders & Co., 1902. Cloth, $5 net; 
half morocco, $6 net. The articles included in this volume treat 
of a number of diseases second to none in importance, whether 
regarded from the standpoint of Preventive Medicine or as the 
cause of widespread sickness and death. Altho the excellence 
of the German work and the detailed and comprehensive manner 
in which the respective authors had dealt with their several sub- 
jects left comparatively little to be added, the editor has not hesi- 
tated to amend the text whenever necessary, and has also em- 
bodied the results of his personal experiences, gained during a va- 
ried practice extending over thirty-three years. One of the most 
timely articles included in the work is that on variola, including 
Vaccination and Variolation. Dr. Immermann’s monographs on 
these subjects, now of vital interest, especially in the United 
States and Great Britain, have probably never been equaled for 
circumstance of detail and masterly argument. The other arti- 
cles, each by a German specialist of recognized authority, are 
also skillful expositions of the particular diseases under discus- 
sion. The entire volume being edited by a specialist of acknowl- 
edged ability, the work, it will be seen, has been brought precise- 
ly down to date. It is, indeed, a magnificent contribution to the 
literature of medicine. 


The volume of proceedings of the ninth annual meeting of the 
Association of Military Surgeons of the United States is received. 
It is a neat book of 500 pages, containing interesting articles by 
Dr. F. H. Kemp on Field Work in the Philippines; Dr. C. U. 
Garratt on Transportation of the wounded on shipboard; Dr. T. 
J. Sullivan on the Primary Antiseptic Dressing of Accidental 
Wounds; Dr. C. P. Wertenbaker, on Management of Contagious 
Diseases; Dr. A. A. Wesley on The Spanish-American War, as 
seen by a military surgeon; Dr. Guy C. M. Godfrey on A New 
Method of Controlling Hemorrhage from the Arm and Axilla; 
Dr. G. W. Adair of Hygiene of New Levies; Dr. Wm. O. Owen 
on Trials and Tribulations of the Medical Officers of the Army, 
and many others of like character. Some of the reading is very 
entertaining and instructive—and there is a different kind for 
those who like it. 


Jonathan Hutchinson, F. R. S., General Secretary of the New 
Sydenham Society, has requested Messrs. P. Blakiston’s Son & 
Co., of Philadelphia, the American agents of the Society, to an- 
nounce the publication of “An Atlas of Clinical Medicine, Surgery 
and Pathology,” selected and arranged with the design to afford, 
in as complete a manner as possible, aids to diagnosis in all de- 
partments of practice. It is proposed to complete the work in 
five years, in fasciculi form, eight to ten plates issued every three 
months in connection with the regular publications of the So- 
ciety. The New Sydenham Society was establisht in 1858, with 
the object of publishing essays, monographs and translations of 
works which could not be otherwise issued. The list of publica- 
tions numbers upwards of 170 volumes of the greatest scientific 
value. An effort is now being made to increase the membership, 
in order to extend its work. 
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